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Abstract 
In Australia, the aging population means that the number of older persons being 
admitted into long-term care (LTC) accommodation is increasing. The transition 
from independent living to LTC accommodation is a stressful life event for older 
persons and their family members. This transition process can have negative impacts 
on the core factors of psychological wellbeing (PWB), including positive relations 
with others, autonomy, purpose in life, personal growth, environmental control and 
self-acceptance. Additionally, the transition process can increase emotional distress 
which manifests as depression, anxiety, stress, or anger. Negative impacts to PWB 
and emotional distress are experienced as maladjustment during the transition to 
LTC.  
The aim of this thesis is to develop and evaluate a program to aid adjustment 
for older persons and their family members after the admission to LTC. The first 
study implemented a qualitative design to explore the experience of the transition 
into LTC from the perspective of 14 low-care residents and 12 family members from 
two residential care facilities in metropolitan Melbourne, Australia. These data 
informed the development two programs which are empirically-based within a robust 
theoretical framework, and designed for the individual needs of residents and family 
members respectively. These programs were titled the Adjustment into Residential 
Care (ARC) Transition Programs. The resident program consisted of two sessions 
and offered an avenue to process emotions, normalize the admission experience, 
provide an orientation to environment and staff support, explore new opportunities, 
and create a feeling of home in the LTC context. The family member program 
consisted of two sessions and provided an avenue to process emotions, normalize the 
xiii 
 
admission experience, provide an orientation to facility procedures and staff support, 
discuss the changing roles of individuals, and develop self-care strategies.  
The second study employed a randomized-controlled design in which PWB 
and emotional distress was measured at pre-intervention, post-intervention and at 3-
month follow-up to evaluate the impact of the ARC Transition Program on 
adjustment. Twenty-eight residents (n = 13, experimental group; n = 15, treatment as 
usual [TAU] group) and nine family members (n = 4, experimental group; n = 5, 
TAU group) were recruited from two residential care facilities in metropolitan 
Melbourne, Australia. Compared to the TAU group, the residents who received the 
ARC Transition Program demonstrated a significant decrease in emotional distress 
(i.e., depression, stress and anger) post-intervention which was maintained at the 3-
month follow-up assessment. Residents’ PWB remained relatively stable and was 
comparable between the experimental and TAU group. For family members who 
received the ARC Transition Program, a significant reduction in stress was seen from 
post-test to 3-month follow-up compared to the TAU group. However, participating 
in the ARC Transition Program led to no improvement in PWB or reduction in other 
emotional distress domains for family members, as compared to the TAU group. 
While these findings did not support all of the hypotheses, the clinical implications 
of these results are significant. Not only does this program produce significantly 
lower depression, stress, and anger symptoms for residents and lower stress for 
family members, it does so in a brief amount of time, with minimal resource 
requirements, and it does not require specialist professionals for its delivery. 
Furthermore, due to the early implementation of the ARC Transition Program, it is 
possible that the benefits may prevent more severe clinical disorders from developing 
over time. The limitations relating to design, participant and facility recruitment, 
xiv 
 
sample size, measurement issues, and the need for assessment beyond 3-month 
follow-up are discussed. It is recommended that future research should use a larger 
sample, employ stratified sampling method with longitudinal design, and assess pre-
admission variables which may influence adjustment into LTC. The development 
and evaluation of the ARC Transition Program makes a significant contribution 
towards reducing resident and family member distress when transitioning into LTC.  
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CHAPTER 1: INTRODUCTION 
Aged care is an integral component of the healthcare system in Australia which is 
becoming more important with the ageing of the population. Current projections 
predict that the proportion of persons aged 65 years and over will increase from 13% 
to 23% in the next forty years (Swan, 2010). Current population trends such as 
smaller family sizes, increases in single person households, and less willingness of 
younger individuals to provide ongoing care to aged parents and grandparents has led 
to restrictions on community care for older persons (Green, 2008). Hence, 
admissions to long-term care (LTC) accommodation for older persons without 
cognitive deficits, such as dementia, have increased in recent years (Access 
Economics, 2010). For the purposes of this paper, LTC describes residential 
accommodation for older persons which provide 24-hour support services. These 
facilities offer care services such as assistance with activities of daily living, laundry, 
and meals, as well as medication management (Australian Institute of Health and 
Welfare, 2009). It is estimated that 48,000 older persons reside in low-care LTC in 
Australia (Access Economics, 2010). In contrast to older persons requiring high-care, 
these individuals are primarily cognitively-intact but cannot adequately live 
independently in the community. Of those low-care places, almost a third (30.6%) 
are newly-admitted residents each year (AIHW, 2009). 
The Transition into Long-term Care 
A transition can be defined as a process of people responding over time to a 
life event in which redefining their sense of self and their purpose in a new context 
becomes important for adjustment to the change they have experienced  (Kralik, 
Visentin, & van Loon, 2006). A transition, however, can have a mild to major effect 
on an individual, depending on the perceived significance or stress induced by the 
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event (Meleis, 2010). The view that transition into LTC for older persons and their 
families has significant effects is based on the assumption that this transition is a 
stressful life event and not merely a mild transition of change. It is therefore 
important to establish that the transition into LTC is, in fact, a stressful life event. 
A Stressful Life Event 
No clear consensus has been reached about the operationalisation of the term 
“stressful life event”, however, utilising a cognitive-transactional theory framework 
(Lazarus, 1966) provides one of the most current definitions (Schwarzer & Schulz, 
2002). According to this framework, a stressful life event consists of four core 
factors; perceived threat, impact severity, availability of resources, and the potential 
for short- and long-term negative effects. A stressful life event refers to an adverse 
event that challenges an individual with an actual or perceived threat of physical or 
psychological harm. The severity of the impact is dependent on the duration, 
predictability, and controllability of the event, with the most stressful life events 
being of long duration, with low predictability, and low perceived control for the 
person being affected. The impact is mediated by an individual’s appraisal of their 
resources, which includes psychological, material, and social supports that may help 
the person to adjust or cope with the event. The experience of a stressful life event 
has the capacity to result in distress, deterioration in health, and a decrease in 
wellbeing (Schwarzer & Schulz, 2002). 
Transition into LTC fits all the components of the above stressful life event 
definition and has been highlighted within the literature as the most significant 
relocation affecting older people (Lee, Woo, & Mackenzie, 2002b). The transition 
into LTC is often viewed as a threat by older people and their families (Nolan & 
Dellasega, 2000), and has been described as ‘one of the most pervasive sources of 
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anxiety marking later life’ (Biedenham & Normoyle, 1991, p. 107). The transition is 
often only considered in times of crises that are unpredictable, such as an acute 
medical event (Dellasega, Mastrian, & Weinert, 1995; Dellasega & Nolan, 1997; Lee 
et al., 2002b). In these instances, control over the choice of facility, timing of the 
move, and whether the older person wants to move at all is significantly diminished 
(Cheek & Ballantyne, 2001). The transition into LTC has been demonstrated to 
decrease physical health (AIHW, 2000), psychological health (Coffman, 1981; 
Mozley, 2001), wellbeing (Cadby, 1996; Nelson, 1997) as well as increase morbidity 
and mortality (Nay, 1995; Ruffing-Rahal & Anderson, 1994) among older persons. 
Moreover, research indicates that a decrease in psychological health and wellbeing 
(Cheek & Ballantyne, 2001; Cochran, 1999) as well as an increase in grief, isolation, 
and a sense of loss (Kellet, 2000; Maas et al., 1994; Moyle, Edwards, & Clinton, 
2002) also occurs among family members of individuals who have transitioned into 
LTC. In light of this, transition into LTC fits the profile of a stressful life event for 
both older persons and their family members. 
The Need to Improve the Experience of LTC Admission 
Over the last five years, the increase in new admissions has contributed to an 
unbalanced ratio between residents and staff and deterioration in the quality of care 
in LTC facilities (Productivity Commission, 2008; Department of Social Services, 
2013). A review of the literature suggests that the needs of residents and their family 
members are increasingly being overlooked (Access Economics, 2010). During the 
admission process this is especially evident, with depression, anxiety, stress, anger 
and decreased wellbeing common during the first three-months in LTC for older 
persons (Achterberg, Pot, Kerkstra, & Ribbe, 2006; Hegner & Gerlach, 2007; 
Iwasiw, Goldenberg, MacMaster, McCutcheon, & Bol, 1996; Marshall & 
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Mackenzie, 2008) and their family members (Gaugler & Holmes, 2003; Gaugler, 
Zarit, & Pearlin, 1999; Pearson, Nay, & Taylor, 2004). Negative impacts to mental-
health and wellbeing during the transition into LTC stem from a lack of resources as 
well as a lack of therapeutic focus during these first stages of transition into a very 
different living environment and context (Access Economics, 2010).   
Given that stressful life events are likely to impact wellbeing (Cadby, 1996; 
Cheek & Ballantyne, 2001; Cochran, 1999; Nelson, 1997), the current study will 
focus on wellbeing during the transition to LTC. Wellbeing is a state of positive 
functioning which has been conceptualised in a variety of different ways throughout 
its development; including positive and negative affect (Bradburn, 1969) and life 
satisfaction (Andrews & Withey, 1976). A major criticism of these views of 
wellbeing is that they are largely data-driven rather than theoretically-based (Ryff, 
1989). 
Ryff (1989) presented a multidimensional model of wellbeing that 
incorporated six-factors; autonomy, environmental mastery, personal growth, 
positive relations with others, purpose in life, and self-acceptance (Ryff, 1989).  
These dimensions have been further operationalised to include a sense of self-
determination (autonomy), the capacity to manage one’s life and surroundings 
effectively (environmental mastery), progressive personal growth and development 
(personal growth), the possession of quality relationships (positive relations with 
others), the belief that one’s life is purposeful and meaningful (purpose in life), and 
positive evaluations of oneself past and present (self-acceptance;(Ryff, 1989, 1995). 
These six dimensions of psychological well-being (PWB) were derived from a multi-
theoretical framework (Ryff, 1995) integrating developmental psychology (Bühler, 
1935; Erikson, 1959; Neugarten, 1973), clinical psychology (Jung, 1933; Maslow, 
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1968; Rogers, 1962), as well as mental health theories across the lifespan (Birren & 
Renner, 1980; Jahoda, 1958). Ryff’s six-factor model of PWB has been 
demonstrated to have a good fit with nationally representative data from young, 
midlife and older adults (Clarke, Marshall, Ryff, & Rosenthal, 2000; Ryff & Keyes, 
1995). 
Within this theoretical framework, the impact of relocation transition on 
individuals is measured in terms of dynamic adjustment, which refers to changes in 
PWB and emotional distress (Bardi & Ryff, 2007). Specifically, emotional distress 
refers to heightened depression, anxiety, and anger during the transition to LTC, 
while PWB refers to the six factors mentioned previously (autonomy, environmental 
mastery, personal growth, positive relations with others, and self-acceptance;(Bardi 
& Ryff, 2007; Kwan, Love, Ryff, & Essex, 2003). Another aspect of emotional 
distress which is salient when measuring adjustment to a stressful life event is stress 
itself. Within the context of relocation, it is conceptualized that older persons and 
family caregivers actively call upon internal resources to adjust to the experience of 
stress (Thoits, 1994; Kling, Seltzer, & Ryff, 1997) which can result in impaired 
mental health if not properly managed (Gaugler & Holmes, 2003). As a result, stress 
has been added to the theoretical framework of dynamic adjustment, as shown in 
Figure 1.1. 
Research indicates that there is a critical time period of six weeks (Brooke, 
1989) to three months post-admission (Jackson, Swanson, Hicks, Prokop, & 
Laughlin, 2000) in which older persons and family members are particularly 
vulnerable to a decline in PWB and an increase in emotional distress. While PWB 
and emotional distress are independent constructs, it is posited that they are parallel 
processes which fluctuate after adverse events to regain stability (Bardi & Ryff, 
6 
 
2007; Ruini et al., 2003). Stability in emotional distress and PWB usually occurs 
after a time-period of three months (Jackson et al., 2000), which indicates that the 
adverse impact of transition into LTC may subside over time (Lutgendorf et al., 
2001). The negative impact of this transition is still very real, and an experience of 
emotional distress and diminished PWB for any extended period of time has strong 
clinical implications (Castle, 2001). 
 
 
 
 
 
 
 
 
 
 
Figure 1.1. Adaptation of Bardi and Ryff’s theoretical model of adjustment (Bardi & 
Ryff, 2007) 
SA: Self-acceptance; PR: Positive relations with others; AU: Autonomy; EM: 
Environmental mastery; PL: Purpose in life; PG: Personal growth 
Despite an acknowledgement that the transition into residential care is a 
stressful life event marked by the capacity to negatively impact adjustment, there is a 
dearth of empirical research examining the impact of this transition on the various 
dimensions of PWB and emotional distress of older persons and their family 
members.  
Anger 
      Adjustment 
Psychological Wellbeing              Emotional Distress 
    C h a n g e s   I n 
Dep. 
Sympt. 
Anx. 
Sympt. Stress 
SA PR AU EM PL PG 
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Aims of the Thesis 
Study 1 aims to gain a deeper understanding of the issues facing older 
persons and family members during the admission to LTC. This data will be used to 
inform the development of two programs to aid adjustment during the transition 
process for older persons and family members respectively. The aim of Study 2 is to 
evaluate the effectiveness of the program in improving adjustment for older persons 
and family members. 
Organisation of the Thesis 
The thesis chapters will be organized in the following way. Chapter 2 will 
review the impact of admission into LTC on older persons. Chapter 3 will review the 
impact of admission of relatives on family members. Chapter 4 will evaluate 
programs which have been developed to aid adjustment for older persons or their 
family members during the transition into LTC, as well as any limitations of past 
programs which need to be addressed within the current research. Chapter 5 will 
present the results of Study 1 which is a qualitative exploration of the transition into 
LTC from the perspective of older persons and family members. Chapter 6 will 
present the process of development of the Adjustment into Residential Care (ARC) 
Transition Program. Chapter 7 will present the methodology for Study 2 which 
evaluates the effectiveness of the ARC Transition Program in improving adjustment 
for older persons and family members during the transition into LTC. Chapter 8 will 
present the resident results regarding the effectiveness of the ARC Transition 
Program in improving adjustment. Chapter 9 will present the family members results 
regarding the effectiveness of the ARC Transition Program in improving adjustment. 
A discussion of the results of Study 1 and Study 2 will be presented in Chapter 10, 
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including the clinical implications, limitations, future research directions and 
conclusion. 
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CHAPTER 2: IMPACT OF ADMISSION ON OLDER PERSONS 
The negative effects of relocation to LTC on older persons have been 
identified and operationalised over the last 40 years within various definitions, 
including transfer trauma, relocation stress, admission stress, relocation shock, and 
transplantation shock (Coffman, 1981; Ogren & Linn, 1971; Pablo, 1977; Pruncho & 
Resch, 1988). Each of these experiences includes some level of psychological 
distress, such as stress, anger, loss and grief (Berry, 1972; Billis, 1973), as well as 
clinical responses such as depression and anxiety (Coffman, 1981; Ogren & Linn, 
1971; Pablo, 1977; Pruncho & Resch, 1988), which can negatively impact staff and 
relative relationships (Hollinger-Samson & Pearson, 2000; Marquis, Freegard, & 
Hoogland, 2004) as well as satisfaction of LTC (Chou, Boldy & Lee, 2003; Lee, 
2010).  Furthermore, research has highlighted the negative impacts of transition into 
LTC on the six-factors of PWB for older persons. This is evidenced by decreases in 
the positive relations with others, autonomy, self-acceptance, environmental mastery, 
purpose in life, personal growth (Chenitz, 1983; Fisher, 1990; Wilson, 1997), as well 
as wellbeing more generally (Clémence, Karmaniola, Green, & Spini, 2007) shortly 
after admission occurs. While the nature of LTC has evolved from clinical 
institutions to more personal, dependent-living settings (Scott, Webb, Sorrentino, & 
Gorek, 2007), the negative reaction to the transition into this type of accommodation 
has changed very little (Achterberg et al., 2006; Jackson et al., 2000; Marshall & 
Mackenzie, 2008; Pot, Deeg, Twisk, Beekman, & Zarit, 2005; Walker, Curry, & 
Hogstel, 2007).  
This chapter utilizes Bardi and Ryff’s adapted theoretical model of 
adjustment (Bardi & Ryff, 2007) to highlight the impact of admission into LTC for 
older persons. Specifically, the effect of the LTC transition on older person’s PWB is 
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examined. This is followed by an evaluation of the effect of the LTC transition on 
older person’s emotional distress. Finally, a conclusion is made about how the 
findings relate to the theory of adjustment posited by Bardi and Ryff (2007). 
Psychological Wellbeing 
The literature reviewed in this section regarding the impact of transition into 
LTC has been interpreted according to Ryff’s theoretical model of PWB (Ryff, 
1989). Hence, the focus of the review is on how the transition into LTC impacts 
adjustment, through changes to PWB and emotional distress, for older persons. First, 
the evidence will be evaluated regarding the impact of transition to LTC on the six 
factors of PWB; personal growth, purpose in life, environmental mastery, self-
acceptance, autonomy, and positive relations with others, for older persons. Second, 
the evidence will be evaluated regarding the impact of transition to LTC on 
emotional distress; depression, anxiety, stress and anger, for older persons. 
No literature has specifically examined the salience of personal growth 
during the transition to LTC for older persons. Continuity of self-identity, however, 
has been identified as an important factor for the purposes of facilitating personal 
growth for newly-admitted residents (Robichaud, Durand, Bedard, & Ouellet, 2006). 
The absence of direct evidence regarding the importance of personal growth is more 
likely due to the paucity of literature examining the impact of transition into LTC 
using a PWB framework, rather than a lack of empirically supported outcomes on the 
subject.  
Similarly, no empirical evaluation of the impact of transition to LTC on 
purpose in life specifically is present in the literature. Purpose in life, however, has 
been implicated as an important factor influencing adjustment to the transition into 
LTC through engagement in activities perceived as meaningful and productive by 
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newly-admitted residents (Marshall & Mackenzie, 2008). A qualitative study by 
Marshall and Mackenzie (2008) explored what factors influenced perceptions of 
successful adjustment to LTC in 11 recently admitted residents. Participants 
indicated that taking part in meaningful activities incurred a sense of purpose which 
was vital to their successful adjustment and achieving a sense of wellbeing. The three 
participants who had difficulties adjusting to the admission process reported that 
living in LTC had restricted their engagement in activities they described as 
meaningful (Marshall & Mackenzie, 2008). 
Very little research has focused directly on environmental mastery among 
older persons during the transition to LTC. A study by Wilson (1997) indicated a 
decrease in environmental mastery in a sample of 15 older adults during the first 
month post-admission. Qualitative analyses identified sharing of rooms and a lack of 
privacy to be the core reasons for diminished environmental mastery. A sense of loss, 
diminished autonomy and control, questioning of their future and purpose in life was 
also evident and more significant among those persons whose admissions were 
unplanned (Wilson, 1997). 
A decrease in self-acceptance as a result of relocation to LTC has been 
reported in theory and research investigating the stigma of living in LTC (Fisher, 
1990; Golant, 1991). Research by Iwasiw, Goldenberg, Bol, and MacMaster (2003) 
explored the perspectives of residents at two and six weeks, and three, six, nine, and 
twelve months post-admission into LTC. The results indicated that the transition 
challenged older people’s sense of identity, and participants had to actively try to 
maintain their sense of self whilst navigating the routines and norms of their 
environment (Iwasiw, Goldenberg, Bol, & MacMaster, 2003). A study by Marshall 
and Mackenzie (2008) that examined the adjustment process from the perspective of 
12 
 
older persons found similar results, indicating that self-acceptance was negatively 
impacted during the transition to LTC (Marshall & Mackenzie, 2008). It has been 
suggested that the loss of self-identity during the transition to LTC results in a 
diminished self-acceptance in older persons, that is mitigated by a sense of burden on 
family and friends (Nay, 1995).  
Loss of autonomy is one of the most widely recognised impacts of transition 
into LTC (Achterberg et al., 2006; Chenitz, 1983; Fiveash, 1998; Pearson, Hocking, 
Mott, & Riggs, 1993; Wilson, 1997) that can result in insecurity, distress and a 
devalued sense of self (Nay, 1995). A study by Lee (1999) evaluated the experiences 
of transition to LTC in Hong Kong among 10 newly-admitted residents. Qualitative 
analysis revealed the transition was experienced as frightening for many, resulting in 
a loss of autonomy and an increase in loneliness in some individuals (Lee, 1999). 
This loss of autonomy was also documented in a study by Gass, Gaustad, Oberst, and 
Hughes (1992). It was found that higher perceptions of threat, such as losing control 
and autonomy, was related to increased reports of psychological ill-health (Gass, 
Gaustad, Oberst, & Hughes, 1992). These results are mirrored by research findings 
that a decrease in autonomy is related to emotional distress during the transition 
process (Walker et al., 2007), and that it is significantly associated with depression in 
older persons (Boyle, 2005). 
The negative impact of transition to LTC on an older person’s quality of 
relationships with family and friends has been supported in the literature (Fisher, 
1990; Lee, 1999; Lee et al., 2002b; Nay, 1995). The fear of the “unknown” during 
and after admission can create friction in the family relationships, with older persons 
potentially acting in a hostile manner toward relatives and vice versa (Ellis, 2010). 
During the transition period, research indicates that older persons commonly feel a 
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disconnection from relationships with significant others and can disengage from 
communication so as to protect family and friends from their negative feelings about 
admission to LTC (Wilson, 1997). Establishing new relations with others has been 
identified as a particular challenge for older adults post-admission (Lee, 1999). 
The value of relations with others inside and outside the facility has been 
highlighted as an adaptive mechanism that may protect older persons from feelings 
of loneliness and social isolation (Marshall & Mackenzie, 2008). This has important 
implications for newly-admitted older persons who often need facilitation of social 
interaction with other residents and family because of challenges integrating into the 
LTC environment. Problems maintaining or initiating relations with others also has 
clinical implications, as deficits in quality relationships are significantly associated 
with depression in older persons (Osborn et al., 2003). 
Conversely, it has been argued that the transition into LTC does not result in 
significant negative effects to older peoples’ relationships with family or peers 
(Iwasiw et al., 2003; Iwasiw et al., 1996). These conclusions are based on research 
utilizing small samples of participants who autonomously made the decision to move 
into LTC. Research incorporating larger samples and including both residents who 
did and did not make the decision to enter LTC has demonstrated the negative impact 
that the relocation transition has on maintaining and establishing relationships with 
older people in Australia (Nay, 1995) and across other cultures (Lee, 1999; Lee et al., 
2002b). 
Emotional Distress 
Ryff’s theoretical model of adjustment (Bardi & Ryff, 2007) posits that 
increases in emotional distress is a core indicator of maladjustment during a life 
change. Research demonstrates that symptoms of depression and anxiety as well as 
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the presentation of increased stress and anger are common among older persons 
transitioning into LTC (Achterberg et al., 2006; AIHW, 2013; Bagley et al., 2000; 
Hegner & Gerlach, 2007; Jackson et al., 2000; Thomasma, Yeaworth, & McCabe, 
1990; Wilson, 1997), which suggests that maladjustment commonly occurs during 
the admission process. 
Depression has been identified as one of the most common outcomes reported 
by older persons during the transition to LTC (Gorman, 1996; Nay, 1995; Reed & 
Payton, 1996). However, prevalence and risk factors of depression for newly-
admitted residents without cognitive impairment are sparse. Rates of depressive 
symptomatology in cognitively-intact newly-admitted residents range from 15.5% to 
31.0% (Davison et al., 2007; Hjaltadóttir, Hallberg, Ekwall, & Nyberg, 2012) but due 
to the challenges of estimating prevalence in LTC these are likely to be  
under-estimates (AIHW, 2009, 2013). Without intervention, these rates have been 
shown to be relatively stable from transition up to 11-years post-admission (Carifio 
& Nasser, 2012; Hjaltadóttir et al., 2012). 
Various predictors of depression among older persons during the first 3-
months after the transition have been identified, such as unexpected, involuntary 
admission, the loss of one’s home (Achterberg et al., 2006; Iwasiw et al., 1996; 
Wilson, 1997) as well as the challenges of adapting to living with new people in an 
environment with a new lifestyle and routine (Choi, Ransom, & Wyllie, 2008).  
A study by Wilson (1997) examined outcome comparisons for older persons 
who had planned admissions and those who had unplanned admissions. Emotional 
distress, such as depressive and anxiety symptoms, were present during the initial 
stages of the transition for both groups; however, these experiences were reported as 
more severe by older persons whose admission was unplanned or unexpected 
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(Wilson, 1997). These findings were supported by a study by Iwasiw, Goldenberg, 
MacMaster, McCutcheon, and Bol (1996) which demonstrated that if an older person 
did not actively participate in the decision to relocate to LTC, emotional distress 
(evidenced by depression, anger and powerlessness), and a sense of diminished 
purpose in life (implicated by feeling a disconnection from the past and future), was 
more pronounced (Iwasiw et al., 1996).  
A longitudinal study by Achterberg, Pot, Kerkstra, and Ribbe (2006) 
investigated the relationship between depression and LTC. The findings indicated 
that relocating from one’s own home to LTC was associated with depressive 
symptoms. These findings were attributed to a loss of autonomy and a loss of one’s 
own familiar environment, as well as the stress of the admission process and the 
events that preceded admission (e.g., health-related crisis or death of a 
spouse;(Achterberg et al., 2006). This negative association between autonomy and 
depression is consistent with others studies examining depression after admission 
into LTC (Drageset, Eide & Ranhoff, 2011). It has also been suggested that 
admission into LTC may increase the risk of older persons developing depressive 
symptoms, possibly due to the introduction of new stressors (Pot et al., 2005). The 
severity of depression is then further impacted by access to care, availability of 
family or other supports, as well as the stigma and isolation that can be perpetuated 
by admission (Alexopoulos & Bruce, 2009). 
Anxiety and stress has also been highlighted as common experiences among 
older persons transitioning into LTC (Bagley et al., 2000; Manion & Rantz, 1995; 
Mikhail, 1992; Wilson, 1997). Anxiety and stress increase dramatically during the 
first few months of the admission process as older persons attempt to adjust to new 
surroundings, new people and a new way of life (Hegner & Gerlach, 2007). It has 
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been argued that the loss of perceived control during the transition to LTC 
exacerbates feelings of anxiety and stress among older persons (Thomasma et al., 
1990). 
Research indicates anger is a common reaction to transition to LTC (Iwasiw 
et al., 1996; Jackson et al., 2000; Mikhail, 1992). During the first month post-
admission, feelings of helplessness, abandonment, and vulnerability are most acute 
(Jackson et al., 2000). During this time, research indicates that anger and aggression 
are common (Iwasiw et al., 1996) and most intense among residents who have been 
admitted involuntarily (Mikhail, 1992). For these older persons who did not make the 
decision to relocate into LTC, loss of perceived control is thought to maintain anger 
(Mikhail, 1992).  
Conclusions 
It is important to note that the psychological impact of transition to LTC is 
likely to be largely heterogeneous for older persons and there is evidence to suggest 
that for some it is experienced as a relief from the burdens of independent living 
(Iwasiw et al., 1996; Marshall & Mackenzie, 2008). A common theme throughout 
the literature, however, is that many older persons experience difficulties adjusting to 
the transition into LTC. The research suggests that feelings of depression, anxiety, 
stress and anger effect a substantial proportion of older persons transitioning into 
LTC (Bagley et al., 2000; Gorman, 1996; Hegner & Gerlach, 2007; Lee et al., 2002b; 
Manion & Rantz, 1995; Mikhail, 1992; Nay, 1995; Reed & Payton, 1996; Walker et 
al., 2007; Wilson, 1997). Moreover, while no research to date has examined the 
effect of transition to LTC on emotional distress and wellbeing through a theoretical 
framework of PWB, studies evaluating single components of the six-factor structure 
of PWB provide support for a significant impact to PWB for older persons 
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transitioning into LTC (Fisher, 1990; Gass et al., 1992; Golant, 1991; Iwasiw et al., 
2003; Lee, 1999; Marshall & Mackenzie, 2008; Nay, 1995; Wilson, 1997). Chapter 3 
will review the impact of having a relative admitted into LTC on family members. 
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CHAPTER 3: IMPACT OF ADMISSION OF RELATIVES ON FAMILY 
MEMBERS 
Although it has been posited that caregiver stress decreases after admitting a 
loved one into LTC, increasingly it is being accepted that stress continues to be 
experienced by the caregiver after admission occurs (Stull, Cosbey, Bowman, & 
McNutt, 1997). Research has consistently demonstrated that familial caregivers (i.e., 
spouse, children or siblings) have more symptoms of mental ill-health (Burton, 
Zdaniuk, Schulz, Jackson, & Hirsch, 2003; Schulz et al., 1997) and lower wellbeing 
than do non-caregivers (Pinquart & Sörensen, 2003), which can lead to poor staff and 
relative relationships (Marquis et al., 2004; Pillemer et al., 2003) and reduced 
satisfaction with LTC (Janzen, 2001). Despite this, there is a dearth of research 
examining the question of whether these symptoms are exacerbated during the 
admission of a relative to LTC. Furthermore, no research has attempted to examine 
these symptoms within a PWB framework. 
This chapter utilizes Bardi and Ryff’s adapted theoretical model of 
adjustment (Bardi & Ryff, 2007) to highlight the impact of admission into LTC for 
family members. Specifically, the effect of the LTC transition on family members 
PWB is examined. This is followed by an evaluation of the effect of the LTC 
transition on family member’s emotional distress. Finally, a conclusion is made 
about how the findings relate to the theory of adjustment posited by Bardi and Ryff 
(2007). 
Psychological Wellbeing 
The literature reviewed in this section regarding the impact that admission of 
a relative has on family members has been interpreted and structured according to 
Ryff’s theoretical model of PWB (Ryff, 1989). Hence, the focus of the review is on 
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how admission of a relative impacts adjustment, through changes to PWB and 
emotional distress, for family members. First, the evidence will be evaluated 
regarding the impact of transition to LTC on the six factors of PWB. Second, the 
evidence will be evaluated regarding the impact of transition to LTC on emotional 
distress. 
No research has evaluated the impact of having a relative admitted into LTC 
on personal growth for family members. While Ryff’s theoretical model of PWB 
supports the assumption of negative effects to personal growth following admission 
to LTC, the lack of direct evidence is most likely the result of a lack of investigation 
into family experiences of admitting relatives to LTC utilizing this model. 
Similarly, no direct evaluation of the impact of purpose in life on family 
members of newly-admitted residents has been conducted. The negative impact to 
purpose in life has been implicated, however, by a review on families’ experience of 
admitting a loved one into care (Gaugler & Holmes, 2003). The review identified 
that family members felt that maintaining their older relative’s sense of identity and 
wellbeing was their primary purpose or goal. This sense of responsibility was 
recognized as a substantial component of the family member’s purpose in life. 
Admission to LTC was commonly seen by family members as a negative event that 
would result in a decline in sense of identity and wellbeing for their relative. Once a 
loved one was admitted to care, family members commonly reported a sense of 
bereavement as a result of feeling they had failed their responsibilities. These 
findings indicate some support for the negative impact to purpose in life for family 
members during the admission process (Gaugler & Holmes, 2003). 
A study by Lundh, Sandberg, and Nolan (2000) explored the experiences of 
partners of recently admitted residents. The transition into LTC was described as an 
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experience in which spousal caregivers were powerless to influence decisions for 
their husband or wife. Often control over the decoration of the admitted family 
member’s room was the only contribution the spousal caregiver was able to provide. 
A sense of diminished purpose in life was evidenced by partners of recently admitted 
residents reporting a loss of role identity or meaning that was previously to care for 
their partner (Lundh, Sandberg, & Nolan, 2000). 
Diminished environmental mastery among relatives admitting family 
members into LTC has also been demonstrated by a sense of disempowerment about 
how the relative’s room could be set up and who lived with them (Reuss, Dupuis, & 
Whitfield, 2005b). Negative impacts to environmental mastery have been suggested 
through the family members’ experience of a lack of control over the environment in 
which the newly-admitted resident receives care, that was previously a major 
responsibility for them (Strang, Koop, Dupuis-Blanchard, Nordstrom, & Thompson, 
2006). 
Rosenthal and Dawson (1991) argued that admitting a loved one into LTC 
leads to discrepancies in self-acceptance and significant identity changes that mirror 
the experience of bereavement. To date, however, this issue is yet to be 
experimentally evaluated. 
The effect on autonomy during the transition to LTC has been demonstrated 
in a study by Reuss, Dupuis, and Whitfield (2005a) that examined the experience of 
21 family members admitting a loved one into LTC. The findings identified feelings 
of helplessness, as well as a loss of control and autonomy, in response to decreased 
opportunities for family members to provide their own care to the newly-admitted 
resident. Reports indicated that a lack of control and autonomy during the transition 
21 
 
to LTC made adjustment during the transition increasingly challenging for family 
members (Reuss et al., 2005a). 
Positive relations with others can be seriously affected for family members 
admitting a relative into LTC. During a stressful life event, established relationships, 
like those between family members and relatives, can undergo a profound 
restructuring. In the context of admission to LTC, it can be an adaptive mechanism to 
navigate a new environment and context to discover meaningful roles for each 
individual. This restructuring, however, can also provide more stress on an already 
strained relationship and perceived responsibilities (Lichtenberg, 2006). 
Research by Siddel (1997) further articulated the negative effects that can 
occur in family members relationships with others whilst admitting a relative to LTC. 
The study implemented solution-focused training for staff to aid a more successful 
transition to the LTC environment for resident’s spouses. It was identified that 
spouses of newly-admitted residents commonly feel a sense of loss and grief at the 
change in physical environment. Moreover, feelings of loss and grief were 
exacerbated by the disruption in the family dynamic that often follows. Disruption to 
the spouse’s relationships with other family members is thought to result, in part, 
from a perception of loss of control about their new role in a new environmental 
context. If a spouse experiences a disruption to their marital and familial relationship, 
the presentation of anger, isolation and depressed mood can occur (Sidell, 1997). 
These results are consistent with research demonstrating the importance of continued 
quality relationships between family members and relatives in maintaining wellbeing 
(Gaugler & Holmes, 2003) and mitigating caregiver burden and mental ill-health 
(Neufield & Harrison, 2003) for family members of newly-admitted residents. 
Furthermore, increases in family conflict have been shown to be a significant 
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predictor of post-admission depression among some caregivers (Gaugler et al., 
1999). 
Emotional Distress 
While research indicates that not all families experience difficulties when a 
relative is admitted to LTC (Dellasega & Nolan, 1997), the evidence suggests that 
many experience at least mild ambivalent emotions such as guilt, sadness, isolation, 
and anger, and coexisting feelings of relief (Kellet, 1999; Penrod & Dellasega, 
2001). In reviewing research regarding families’ experience of the admission 
process, Gaugler and Holmes (2003) found that the stress induced by the admission 
process can result in impaired mental health as evidenced by higher rates of 
depression, anxiety and anger (Gaugler & Holmes, 2003). These results are 
consistent with research by Rosenthal and Dawson (1991) who investigated the 
experience of wives who had recently admitted their husbands into LTC. The 
findings indicated that 46% of the spouses had mild, moderate or severe depressive 
symptoms during the first month post-admission. These rates were significantly 
higher than depression rates within the normal population at that age. Some feelings 
of relief after admission were expressed by the spouses; however, negative emotions 
dominated the results. The most common feelings during this time were sadness 
(64%), isolation (61%), guilt (38%) and anger (30%). Reports of poor physical health 
and low morale were also evident (Rosenthal & Dawson, 1991). These results are 
consistent with more recent research findings (Whitlatch, Schur, Noelker, Ejaz, & 
Looman, 2001). 
Paulson and Lichtenberg (2011) indicated that the severity of depression may 
also be influenced by the type of relationship a caregiver has to a newly-admitted 
resident. The findings demonstrated that immediate family caregivers (adult children, 
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siblings or spouses) reported greater depression and stress than non-family 
caregivers. It has been suggested that this difference is a result of greater perceived 
obligation and responsibility from familial caregivers (Paulson & Lichtenberg, 
2011). Moreover, the experience of depression among family members has been 
found to be present up to three years after placement (Whitlatch et al., 2001).  
Pearson, Nay, and Taylor (2004) undertook a phenomenological approach to 
investigating relatives’ experiences of admitting older family members into LTC. 
The results indicated that for some relatives the experience of admitting a family 
member was positive, highlighted by a sense of relief and optimism. For other 
relatives the experience was negative, marked by feelings of anxiety, helplessness, 
failure, guilt, sorrow and isolation. The emotional reaction was found to be 
influenced by relatives’ views regarding their family members’ adjustment or 
whether the relative accepted that the family member needed to be admitted to LTC 
(Pearson et al., 2004). 
Research by Schulz and colleagues (2004) indicated that the severity of 
family member anxiety may be influenced by the relationship to the resident as well 
as the views of the LTC facility. The study examined the impact that placement of a 
family member into LTC has on health and wellbeing in a sample of 1,222 caregiver 
and care recipient pairs. The findings showed that there was a significant increase in 
depression and anxiety from pre- to post-test among caregivers who were married to 
the resident, visited frequently, and who were less satisfied with care received from 
others (Schulz et al., 2004). 
Primary sources of stress for family members specific to the admission 
include the change in roles and responsibility, loss, facing the unknown and a lack of 
appropriate facility care (Krause, Grant & Long, 1999). Furthermore, research shows 
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that family members of newly-admitted residents have no significant decrease in 
stress following placement (Townsend, 1990).  In this area there have been 
recommendations for interventions to reduce stress for family members of residents 
so as to reduce rates of depression in the aged care context (Chen, Sabir, 
Zimmerman, Suitor, Pillemer, 2007). 
Family members’ experiences of disempowerment and lack of control while 
admitting a relative into LTC have been associated with feelings of anger toward 
staff. Family members feel that they have knowledge on specific techniques to care 
for the resident because of the close familial relationship or previous caring role. 
This knowledge is often perceived as being ignored by staff, which decreases 
perceived control and empowerment for family members and can lead to feelings of 
anger toward staff (Reuss et al., 2005b). A study by Gaugler and colleagues (1999) 
investigated the impact of socioemotional support and family conflict among 
caregivers who had recently admitted a family member into LTC. The findings 
demonstrated significant negative effects to spousal emotional stability during the 
admission process. A decrease in socioemotional support was found to be a 
significant predictor of post-admission anger among husbands of newly-admitted 
residents (Gaugler et al., 1999). 
Conclusions 
Research indicates that during transition to LTC, the needs of caregivers and 
family members are largely ignored due to the focus being primarily on the  
newly-admitted resident (Duncan & Morgan, 1994; Tickle & Hull, 1995; Vinton & 
Mazza, 1994). While the negative impact to PWB and mental health of family 
members admitting a relative into LTC is highlighted within the literature (Gaugler 
& Holmes, 2003; Neufield & Harrison, 2003; Pearson et al., 2004; Reuss et al., 
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2005b; Whitlatch et al., 2001), the lack of attention to the families’ needs and 
experiences has led to this group being referred to as the ‘hidden clients’ of the 
admission process (Kaplan & Ade-Ridder, 1991). Within an Australian context, the 
current policies in LTC are claimed to often centre on residents to the exclusion of 
family members (Pearson et al., 2004). Research has recommended more studies to 
investigate the experiences of family members during the admission process to 
develop strategies to mitigate negative impacts, manage guilt and stress (Tsai & Tsai, 
2012; Tsai, Tsai & Huang, 2012), and maintain positive relationships between family 
members and newly-admitted residents (Tilse, 1994). 
While no research to date has examined the effect of transition to LTC on the 
PWB and emotional distress of family members through a theoretical framework of 
adjustment (Bardi & Ryff, 2007), the available literature on the topic supports 
individual effects of the admission process, such as mild to severe expressions of 
depression, anxiety, stress or anger and a decrease in PWB factors, on family 
members (Gaugler & Holmes, 2003; Krause et al., 1999; Neufield & Harrison, 2003; 
Pearson et al., 2004; Reuss et al., 2005b; Whitlatch et al., 2001). Chapter 4 will 
evaluate past programs designed to improve adjustment into LTC for residents and 
family members. 
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CHAPTER 4: EVALUATION OF PROGRAMS TO AID ADJUSTMENT 
INTO RESIDENTIAL CARE 
Due to a recognition that evidence-based guidelines are rarely translated into 
practice in Australian LTC, the Department of Health and Ageing has recommended 
systematic evaluations of programs that effect change for residents, family or staff 
(Perry et al., 2011). Specifically, research has advocated theoretically-informed, 
evidence-based programs (Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 
2004; Gallagher-Thompson & Coon, 2007) that not only address the question of 
‘what works?’, but also ‘for whom?’ and ‘under what circumstances’? Investigations 
into programs designed to improve the transition experience into LTC is evident in 
fields such as geriatric pharmacotherapy (Crotty, Rowett, Spurling, Giles, & Phillips, 
2004). However, there is a paucity of such evaluations in the geriatric literature more 
generally. In particular, there is limited research evaluating the efficacy of 
psychosocial programs to aid newly-admitted residents and their families during the 
transition period into LTC. Programs that aimed to increase adjustment during the 
transition process specifically for older persons suffering from dementia and their 
family members have been excluded from the following review.  The rationale for 
this is that these programs are heavily focused on managing negative impacts related 
to dementia during the transition process, rather than the experience of transition to 
LTC itself. The search strategy adopted a review of different databases (i.e., 
Psychinfo, Pubmed, Health Source – Nursing/Academic Edition, and 
Nursing@Ovid) to identify key terms, as well as any synonyms, in isolation as well 
as in combination. The key terms used were “aged care/residential care/long term 
care”, “older persons/older adults/residents/newly admitted residents”, “family 
members/relatives/spouses/children”, “relocation/transition/admission”, and 
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“intervention/ program/psychosocial/orientation”. Articles were then scanned for 
their relevance and any that provided information regarding the use of programs to 
aid any components of PWB or emotional distress were included. 
Much of the research that aims to improve adjustment for families and newly-
admitted residents by implementing a program is marred by a lack of rigorous, 
experimental design. When evaluating the efficacy of such programs, many of these 
studies rely on retrospective, anecdotal reports from residents (Price & Taylor, 1997) 
and families (Ferris, 1992). Without rigorous evaluation of the benefits of such 
programs, interpreting the results is difficult. 
Past research has evaluated psychosocial programs designed to improve PWB 
and reduce depressive symptomatology in cognitively intact residents living in 
veterans homes (Wu, 2011), palliative care (Hall, Goddard, Opio, Speck, & 
Higginson, 2012) and in Eastern countries (i.e., Taiwon; Chiang et al., 2010; Tsai, 
Tsai, Wang, Chang, & Chu, 2010; Tsai, Wong, Tsai, & Ku, 2008; Tsai & Tsai, 
2011). While results indicate significant, positive short- to long-term effects (ranging 
from 2-months to 12-month follow-up) on depressive symptoms (Hall et al., 2012; 
Tsai & Tsai, 2011; Tsai et al., 2010; Tsai et al., 2008; Tsai & Tsai, 2011; Wu, 2011), 
PWB or both (Chiang et al., 2010), the limitation of these studies is that they are not 
transparent about how long post-admission these programs were implemented. The 
generalizability and relevance of such programs to the current research on adjustment 
depends on whether participants were recruited in a time-frame post-admission in 
which evidence indicates the transition can negatively impact PWB and emotional 
distress (i.e, 3-months post-admission). 
A study by Meléndez-Moral and colleagues (2013) provided eight 
reminiscence group therapy sessions to newly-admitted residents to aid adjustment. 
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The aim was to improve life satisfaction, self-esteem, symptoms of depression and 
PWB. The sample included 34 cognitively-intact older persons from two LTC homes 
which were randomized to experimental or treatment as usual (TAU) conditions. The 
study utilised a quasi-experimental, single-blind design with pre- and post-treatment 
measures. Each session focussed on a specific theme such as, from childhood 
through old age; remembering where I've lived; my town/city; games from childhood 
and youth; popular songs; holidays and special days; the movies over time; and 
remembering my grandmother (Melendez-Moral, Charco-Ruiz, Mayordomo-
Rodriguez, & Sales-Galan, 2013). 
The results of multiple repeated-measures ANOVAs indicated a significantly 
larger improvement in life satisfaction and self-esteem from pre- to post-test for the 
experimental group compared to the TAU group. Symptoms of depression increased 
from pre- to post test in the TAU group compared with a significant reduction in the 
experimental group. The results indicated that compared to the TAU group, the 
experimental group showed an improvement in self-acceptance, environmental 
mastery, positive relations with others, autonomy and purpose in life. No significant 
time by group effects were found for personal growth. 
The strengths of this study include its utilisation of standardised outcome 
measures as well as a rigorous research design. Furthermore, the results relating to 
PWB improved recognition and utilisation of LTC opportunities (environmental 
mastery), acceptance of the past (self-acceptance), access to social support to cope 
with distress (positive relations with others), independence (autonomy), and setting 
life goals (purpose in life). Limitations included the lack of transparency in the 
amount of time after admission the pre- and post-outcome measures were 
administered, lack of reporting of which Ryff PWB scale was used and a lack of 
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specificity about how many participants were in the experimental versus TAU group. 
Despite these limitations, the above findings do demonstrate evidence for a tailored 
program to improve PWB and depressive symptomatology for newly-admitted 
residents. 
A study by Peak (2000) used a similar pre- and post-design to evaluate the 
efficacy of an 8-week education support group for families. The aim was to help 
family members adjust to the transition of providing care to a relative in the 
community to care-giving in LTC. To facilitate diversity within the program, all 
family members within the facility were invited to participate regardless of the care 
status of their relative. Of the 19 family members who participated, 13 of the 
relatives had a diagnosis of dementia, four of the relatives had some type of physical 
ailment, and two of the relatives had a mental illness. Further information about the 
profiles of these relatives was not offered. However, since the program focused on 
improving adjustment for family members in general rather than focusing on 
improving adjustment for family members with a relative with dementia, this 
program was included in this review.  
The program was delivered in a group setting and provided 1.5 – 2 hours 
sessions each week for an eight week period. Participants established a personal goal 
at baseline, that would later be used as a marker to evaluate participant success. 
Personal goals included aims such as; learn more about finances, feel better about 
placement, learn to relax, have more meaningful visits, and how to ease feelings of 
depressed mood. The program consisted of education and hands-on practice with 
successful visitation techniques. The education component included information on 
the aging process and how various diseases can affect ‘‘normal’’ aging; how families 
can most usefully interact with nursing home staff; what visitors can expect from the 
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staff and what staff expect from visitors; and how to structure the nursing home visit 
so that it is a positive encounter for all involved. The visitation techniques 
component (which utilised role-plays and handouts) included how to communicate 
effectively with one’s relative;  how to select an activity appropriate to the relative’s 
health condition; and caregiver self-care issues, such as relaxation techniques and 
stress reduction (Peak, 2000).  
The number of participants who reported enjoyment of the nursing home 
visits doubled from pre-test to post-test (44%-82%; p < .001). Moreover, the number 
of participants who reported experiencing no enjoyment from visits significantly 
decreased from pre-test (44%) to post-test (18%). Additionally, at post-test, 76% of 
the sample felt that they had made tangible progress toward the goals they had 
identified at the outset of the project (i.e., learn more about finances, feel better about 
placement, learn to relax, have more meaningful visits, and how to ease feelings of 
depressed mood). Qualitative analysis was used to evaluate participants’ perceptions 
of the intervention. Responses were found to be positive and included themes of 
improved understanding of the impact the transition into a nursing home has on 
family members; feeling that family members are not alone; feeling less guilt in 
connection with the nursing home placement process; feeling that visitation is less 
demanding; and an improvement in connecting to relatives in the nursing home. 
Additionally, a researcher met with each resident whose family member was a 
participant and tried different visitation techniques and activities designed to enhance 
the interaction. In subsequent sessions, the researcher reported the relative successes 
of the techniques or activities with family members (Peak, 2000). 
Limitations of this study include the lack of theory driving the development 
of the program, using subjective reports rather than validated measures, the absence 
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of follow-up assessments to gauge long-term benefits, sample heterogeneity, and 
lack of an experimental-control design. Despite this, the above findings lend support 
to the efficacy of a program to enhance adjustment for family members and improve 
quality of relations between family members and residents in LTC. This is evidenced 
by family members reporting less feelings of guilt about relative admission, less 
isolation, an improvement in connecting with relatives, managing depressed mood, 
and a significant increase in the number of family members experiencing visits as 
enjoyable (Peak, 2000).  
The scarcity of empirical investigation in this area overall is surprising, as the 
literature largely identifies the negative outcomes of the transition process to be 
psychological in nature; such as increased depression, anxiety, stress, guilt, loss and 
anger and reduced wellbeing (Achterberg et al., 2006; Cadby, 1996; Gaugler & 
Holmes, 2003; Gaugler et al., 1999; Hegner & Gerlach, 2007; Iwasiw et al., 1996; 
Marshall & Mackenzie, 2008; Pearson et al., 2004). Moreover, of the limited 
literature available, the majority is focused on family members of residents rather 
than the residents and family members as a unit (Ferris, 1992; Peak, 2000; Price & 
Taylor, 1997). The necessity of such programs is becoming more evident, with many 
studies making recommendations for the development and experimental examination 
of programs that facilitate adjustment, by promoting well-being and reducing 
adjustment problems such as depression, anxiety, stress and anger during the 
transition into LTC (Edwards, Courtney, & Spencer, 2003; Gaugler, 2005; Nolan & 
Dellasega, 1999; Woods, Keady, & Seddon, 2007). 
Limitations of Previous Research 
Previous research is marred by theoretical and methodological limitations in 
examining the impact of transition to LTC for older persons and their family 
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members. Limitations specific to past research evaluating programs attempting to 
address negative impacts during the transition process are also discussed.  
Theory. 
A major limitation of previous studies is that there is a lack of theory driving 
the research into the impact of admission to LTC on older persons (Achterberg et al., 
2006; Boyle, 2005; Iwasiw et al., 2003; Wilson, 1997) and family members (Pearson 
et al., 2004; Strang et al., 2006). Moreover, there is a lack of theory underpinning the 
programs developed to address the negative impacts highlighted within the literature 
(Ferris, 1992; Peak, 2000; Price & Taylor, 1997). While descriptive studies exploring 
the effects of admission to LTC on older persons (Iwasiw et al., 2003; Iwasiw et al., 
1996; Marshall & Mackenzie, 2008; Wilson, 1997) and family members (Lundh et 
al., 2000; Neufield & Harrison, 2003; Reuss et al., 2005b) exist, the research is 
conducted in various locations (i.e., Canada, America, Sweden, and Australia) and 
produce heterogeneous results between countries. Indeed, only one study exploring 
the effects of admission into LTC was conducted in Australia (Marshall & 
Mackenzie, 2008). This result pattern provides only a limited understanding of the 
salient issues for individuals experiencing this transition. More research is needed in 
this area to increase generaliseability regarding the experience of LTC transition and 
to support further, development and implementation of a theoretically-informed 
program to improve adjustment.  
Methodology. 
Much of the methodology of past research has incorporated small samples 
and non-experimental designs (Iwasiw et al., 2003; Iwasiw et al., 1996; Lee, 1999; 
Manion & Rantz, 1995; Marshall & Mackenzie, 2008; Mikhail, 1992; Walker et al., 
2007) as well as descriptive rather than rigorous evaluations (Manion & Rantz, 
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1995). These studies are useful in exploring the experiences of a small group of 
individuals involved in the transition process to LTC. However, they add little to the 
knowledge regarding newly-admitted residents and family members more broadly, as 
they lack generalizability. Thus, they provide little empirical evidence to guide the 
development of a more generaliseable program. Without robust evidence which can 
be generalized to a larger population, only a weak framework can be developed. It is 
for this reason that utilizing a theoretical framework to guide the development of an 
adjustment program is especially important. 
Past programs. 
A limitation of previous research investigating the efficacy of programs to aid 
transition for older persons or family members is the lack of adoption of validated 
measures, clear methodology, and experimental-control designs (Ferris, 1992; Peak, 
2000; Price & Taylor, 1997; Melendez & Morale, 2013). Moreover, the outcomes are 
often based on self-reports regarding satisfaction of participating in the program 
(Ferris, 1992; Peak, 2000; Price & Taylor, 1997). To date, no rigorous evaluation of 
an intervention to address negative impacts of transition to LTC for older persons or 
family members has been reported. 
Future Directions 
The literature argues that there is a crucial need to expand the scope of 
current programs and to provide a more rigorous research method so efficacious 
components of programs can be determined and replicated (Greenhalgh et al., 2004; 
Perry et al., 2011; Gallagher-Thompson & Coon, 2007). Specifically, the use of 
experimental-control designs, large randomized samples, validated measures and a 
structured program is necessary. A need for a more multi-dimensional approach than 
has been previously considered, incorporating outcomes and intervention for both the 
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older person and the family in which they belong, has also been called for (Gaugler 
& Holmes, 2003). It has been suggested that future research should overcome the 
conceptual limitation of only providing the program to a ‘primary’ family member 
(i.e. the most involved relative) by not restricting access to any particular member of 
the family (Gaugler, 2005). Moreover, research that examines outcomes for 
participants over time has been identified as crucial to provide evidence for any 
sustained efficacy of a program (Gaugler & Holmes, 2003). Guidance for assessing 
treatment effects has been outlined by Burgio et al. (2001) and successfully 
implemented in similar studies implementing a program in aged care and caregiver 
research (Lichtenberg, 2006; Schulz et al., 2003). This framework can provide a 
structure for assessing key aspects of the program; specifically (1) delivery, that 
focuses on whether the program is easily replicable through the use of a structured, 
manualised program; (2) receipt, refers to whether participants report an increase in 
knowledge, support or wellbeing; and (3) enactment, that describes whether PWB 
and emotional distress indicators, have improved (Burgio et al., 2001; Lichtenberg, 
2006). It is argued that a short-term and person-centred approach incorporating 
orientation and education about participant concerns would be a beneficial medium 
for such a program (Sidell, 1997; Department of Human Services, 2003). 
Employing a three-stage process, a short-term program is proposed for both 
newly-admitted residents and family members to facilitate adjustment into LTC. 
First, Study 1 will qualitatively examine the unique needs of older persons and 
family members during the transition process. Second, these results will be used to 
inform and develop two separate programs aimed at addressing the specific needs 
and concerns of newly-admitted residents and family members. Third, Study 2 will 
evaluate the effectiveness of these programs in improving adjustment for newly-
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admitted residents and their family members. Chapter 5 will outline the methodology 
of Study 1 which aims to explore the experience of the LTC transition from the 
perspective of residents and family members. 
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CHAPTER 5: STUDY 1 
Method 
Participants 
Across two aged care facilities, 19 residents and 14 family members met the 
criteria to take part in the study. Of those eligible, 14 residents and 12 family 
members provided consent to take part (73.7% and 85.7% success rate, respectively). 
Four residents gave the reason that they “were not interested” as to why they 
declined to participate, and one resident ceased the interview mid-way and revoked 
consent due to the high level of distress she reported experiencing recalling the 
events of transition into aged care. Both family members who declined consent 
expressed that they were “too busy” to participate in the study. Residents’ ages 
ranged from 71.06 to 92.89 years old (M = 86.43, SD = 5.64) and family members’ 
ages ranged from 46.01 to 76.95 years old (M = 60.35, SD = 8.32). Females were 
over-represented in both samples, with 57.14% females in the resident group and 
83.33% females in the family member group. The time between residents admission 
and each participants interview ranged from 8 days to 11 months and 21 days (M = 5 
months and 6 days, SD = 3 months and 21 days). 
Materials 
Mini Mental State Examination (MMSE). 
The Mini Mental State Examination (MMSE; Folstein et al., 1975) was used 
to confirm that participants were cognitively intact and had the capacity to provide 
consent. The MMSE is a standardised screening measure of cognitive functioning 
(refer Appendix A). The test consists of 30 items which assess various cognitive 
functions, such as orientation to time and place, registration of information, attention, 
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recall, language and visual construction. A maximum score of 30 can be achieved, 
indicating the absence of cognitive impairment (Folstein et al., 1975).  
The MMSE has been found to be sensitive to mild, moderate and severe 
cognitive impairment (Tombaugh & McIntyre, 1992). Concurrent validity has been 
assessed by comparing the MMSE to brief cognitive screening measures (e.g., 
Blessed Orientation-Memory-Concentration test and Wechsler Adult Intelligence 
Scale-verbal/performance subtests) which achieved coefficients ranging from .70 to 
.90 (Tombaugh & McIntyre, 1992). The internal consistency of the MMSE ranges 
from good, α = .68 (Holzer, Tischler, Leaf, & Myers, 1984) to excellent, α = .96 
(Foreman, 1987) depending on the study being reviewed. The MMSE demonstrates 
excellent test-retest reliability ranging from α = .80 (Thal, Grundman, & Golden, 
1986) to α = .95 (Dick et al., 1984).  
While a cut-off score of 27 (26 or below) has been reported as the optimal 
threshold to identify dementia (O'Bryant et al., 2008), this score was lowered, as the 
MMSE was not being used for classification purposes. A more inclusive cut-off 
score of at or above 24/30 was used. This cut-off is well supported by past research 
(Mitchell, 2009; Tombaugh & McIntyre, 1992) and was expected to exclude 
individuals who had cognitive impairment, or lacked insight to discuss transition 
issues and provide consent for themselves. 
In-depth interview. 
A semi-structured interview was developed specifically for this study to 
ensure that a broad set of experiences were discussed and explored. A separate, but 
similar, interview was developed for residents (refer Appendix B) and family 
members (refer Appendix C) to reflect experiences relevant to each party. Semi-
structured interviews were adopted as they are well suited to identifying attitudes, 
38 
 
values and beliefs of individuals whilst offering flexibility for a more in-depth 
exploration of issues if required (Harrell & Bradley, 2009). The residents’ interview 
consisted of 22 items and covered eight areas; views on why they were admitted, 
views on who made the decision, positive and negative aspects of the transition, 
expectations of aged care, changes in functioning and relationships since admission, 
as well as any feelings of opportunities for staff to help, autonomy and self-
acceptance that they have experienced since living in aged care. Examples of 
questions include “How did you feel in the first week after admission into aged 
care?” and “Do you feel that you have opportunities to independently choose and 
engage in what you want to do?”. The family members’ interview consisted of 18 
items and covered the same areas. However, they did not address feelings of self-
acceptance in regards to living in aged care, as it was deemed only suitable for 
residents. Examples of questions include “How did you feel in the first week after 
your relative was admitted into aged care?” and “What were your expectations of 
aged care prior to having your relative admitted?”. 
Procedure 
Ethics approval for this project was obtained from the Faculty of Health’s 
Human Ethics Advisory Group (HEAG-H) at Deakin University, Melbourne, 
Australia. Potential aged care facilities were identified as appropriate for recruitment 
according to whether they had at least 80 low-care beds within a low- or high- and 
low-facility and were within 30 km of the centre of Melbourne, Australia (n = 23). 
The former criterion was set so as to yield an adequate pool of newly-admitted low-
care residents for the study. A random number generator was used to select two 
potential aged care facilities from this list. The Facility Manager from each selected 
facility was emailed an introductory letter informing them about the project and 
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inviting them to take part; a follow- up call was then conducted. Facilities whose 
manager declined to participate in the study were replaced by another randomly 
selected facility from the list. This process continued until two facilities had provided 
approval to take part in the study. Overall, four facilities were contacted to take part. 
Of the facilities that declined (n =2), the reason given was that of time restraints. In 
addition, two Facility Managers did not respond to multiple contact attempts by the 
research team. 
Both aged care facilities included in the study were private, mixed low- and 
high-level facilities. The number of places offered were 133 (53 high care, 80 low 
care) and 170 (89 high care, 81 low care), respectively. 
Staff from the selected aged care facilities were asked to identify residents 
who met the following criteria for inclusion in the study: 1) Currently resided in low-
care; 2) Were cognitively intact; and 3) Had been admitted within the last 12 months. 
The 12 month period was used to minimise reliance on retroactive recall in reporting 
the transition to the aged care facility. The MMSE was used to assess each resident’s 
cognitive capacity prior to conducting the interview. Staff members were also asked 
to identify family members of residents who met the three inclusion criteria outlined 
above.  
Residents were approached directly in their rooms to take part in the study. 
The researcher explained the aims and procedure of the study, answered any 
questions and provided the residents with a plain language statement and consent 
form (refer Appendix D and E). Of the residents who provided consent, a MMSE 
was administered and if the results indicated no cognitive impairment was present, an 
interview about the transition experience was conducted. All interviews were 
recorded on an audio recorder for transcription at a later date. If the MMSE indicated 
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the presence of a cognitive impairment, the researcher spoke to the resident about 
their experience of moving into aged care informally, without using the audio 
recorder or interview questions. These data were not used in the final data set. 
Information packs about the research were provided to staff members to mail 
to family members who met the criteria for the study. Included in the information 
pack was an introductory letter describing the process and aims of the project, a plain 
language statement and consent form (refer Appendix F and G), as well as a reply-
paid envelope to Deakin University for any responses. A follow-up call was 
conducted a week later by the researcher to schedule dates and times for  family 
members who provided consent and to enquire about participation from those who 
had not responded. Family members who provided consent over the phone were 
asked to bring a filled-out consent form to the interview. Family member interviews 
were also audio recorded; however, no MMSE was conducted. The reason for this 
was that it was assumed all relatives would be cognitively intact. 
Analysis 
All of the interview recordings were typed as transcripts into the qualitative 
analysis program, NVivo 9. A thematic analyses of the data was used consistent with 
Braun and Clarke’s (2006) guidelines. Thematic analysis describes a search across a 
dataset to find repeated patterns of meaning. The theoretical position taken was that 
of essentialism, which reports experiences of participants from their perspective. A 
flexible approach to identifying themes and categories was used which required the 
researcher to exercise judgment about the relevance, rather than the prevalence, of 
response patterns. Therefore, responses were considered in regards to whether they 
capture something important about a resident or family member’s experience of the 
LTC transition. The first round of analysis was a semantic process used to organize 
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patterns and summarise data content into factors. The second round of analysis 
involved analyzing these factors to identify recurrent themes which provided a rich 
thematic description of the entire datasets (i.e., for residents and family individually). 
This approach was considered appropriate due to the lack of agreement in past 
research regarding the experience of LTC transition. 
The factors that resulted from the first round were; the decision to move to 
aged care context, autonomy, changes in functioning and relationships, expectations, 
positive experiences, negative experiences, individual wants for the transition 
process, and prior experience of aged care. All data were accounted for under these 
eight factors. In the next round of analysis, themes emerged which became more 
focused and reflective of the dataset. Analysis was conducted separately for the 
residents’ data and the family members’ data. As a result, two different sets of 
themes came out. For residents, the themes that emerged were: Safety and security, 
relief from burden, communication difficulties, poor environmental mastery, low 
autonomy, and loss. For family members, the themes that emerged were: Relief, 
guilt, acceptance over time, communication difficulties, relationship conflict and 
consolidation, and a lack of procedural knowledge. An independent researcher was 
asked to verify the accuracy of the factors and themes by analysing the data of five 
residents and five family members. After a discussion about the results, any 
differences were resolved through compromise and minor modifications were made. 
Results 
Older Persons 
Safety and security. 
A positive aspect of the transition to aged care for older persons was the 
safety and security that living in aged care provided. Some older persons had 
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experienced falls or financial exploitation whilst living independently. In these cases, 
just having more residents and staff nearby, increased feelings of safety and security. 
“At least I've got people around me here whereas at home I wouldn't have people 
around me.” 
Female, 85 years old 
The availability and provision of care by staff was indicated by older persons 
as the primary reason for feeling secure within aged care. Additionally, the 
knowledge that care was available 24-hours a day provided older persons with 
comfort that they are not alone if a crisis occurs. 
“You go to bed at night and you know that somebody will be in in the morning. And I 
think sometimes they peek in on you through the night and that. And there's always 
someone around. It's very secure.” 
Female, 91 years old 
Many older persons also praised the quality of care provided by staff which 
contributed to an increased confidence in their safety within aged care. 
The environment within aged care was also reported as a source of safety and 
security for older persons. The provision of necessities such as shelter, bedding, and 
food were recognised as significant positive’s to living in aged care. 
“Well, one beauty about the whole thing is okay; you’ve got a roof over your head. A 
bed to sleep in. Uh, the second part of that is that once you’ve got that you’ve got no 
problems about your food” 
Male, 86 years old 
 For some older persons, the recognition that living in aged care offered 
increased safety and security came over time. Some older persons reported that only 
by thinking back to living independently could they realise that they needed more 
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support. For the majority of older persons, however, increased safety and security 
was realised whether that be within weeks or over a period of months. 
Relief from burden. 
Older persons reported a relief from burden when transitioning into aged 
care. Older persons had varying experiences of feeling like a burden to their family. 
Most commonly, older persons felt a burden to their children, who were providing 
care while they were living independently.  These feelings of being a burden were 
also reported by some older persons as being a motivating factor for moving into 
aged care. This was particularly the case when family members communicated that 
they wanted their older relatives to transition into aged care. 
“(RE: the decision to come into aged care) There've got their life (the family) and 
I've got my life. And I said "I'll listen to what you want me to do and I'll do it".  
Male, 83 years old 
While feeling like a burden added extra social pressure on older persons to 
transition into aged care, once they had moved many reported the reduction in 
dependence on family as a positive experience. The experience of feeling like a 
burden to family members was usually described by older persons as a reflection of 
taking up their family’s time when they provided care. Older persons felt the time 
provided by family members for care (e.g., bringing over food, cleaning the house) 
meant that time was taken away from family members’ other responsibilities.  For 
other older persons, the experience of being a burden was a reflection of a set of 
values that children should not have to care for their parents. 
“I was feeling uncomfortable being a burden to [Daughter’s Name] so it was what I 
wanted, I was more or less happy to come into here so that I’m no longer such a 
responsibility to her.” 
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Female, 91 years old 
 By removing the provision of care from family members to professional 
carers feelings of burden were no longer experienced by older persons, resulting in 
feelings of relief. 
 This removal of burden was also described as a contributing factor to 
adjustment in aged care by some older persons because the alternative conflicted 
with their values on who should care for the older generation. 
 “(RE: How he felt living in aged care) I don't mind it because I certainly don't want 
to be a burden on my kids.” 
Male, 81 years old 
 While living in aged care was not reported as the ideal alternative to living 
independently and receiving care from family, it was commonly experienced as an 
alternative that offered relief and independence from the family. 
Communication difficulties. 
Older persons described aged care staff as supportive and caring during their 
transition into aged care. This positive view was, however, marred by reports of 
difficulties in communicating with staff from most older persons. 
“The night situation, it can be good or bad when ringing those bells and getting them 
half an hour after you might ring for them, ah, someone might come but that varies 
again on the staff.” 
Male, 85 years old 
A theme that emerged from older person’s descriptions of communication 
challenges was that some staff were more patient and took time to get to know the 
resident and these staff members would engage in effective communication. Such 
descriptions were more highly reported when older persons spoke of full-time staff 
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from the facility. Many older persons reported that agency staff did not engage in 
effective communication. Moreover, some older persons reported feelings that it was 
because agency staff did not care about individual residents that they lacked in 
communication. As a result, many older persons reported that effective 
communication between themselves and staff was a gamble depending on what staff 
were present at the time. 
Another challenge to communication with staff was the sight or hearing 
limitations of older persons. For those older persons that experienced such 
limitations, it was felt that some staff did not take the necessary steps to ensure that 
effective communication had occurred.  
“They will come in and say something and I don't hear and I say "pardon will you 
repeat that?" and they will just walk away. And again was it important or what? And 
why am I still here just wondering what is happening?”. 
Male, 81 years old, with a hearing aid. 
 The common reaction to staff not adapting communication to suit older 
persons with physical limitations was one of frustration and sadness. These older 
persons reported feeling frustrated at staff for not taking the time to engage in 
effective communication. Furthermore, they reported feeling increased isolation 
because they were not able to interact with staff effectively. 
Poor environmental mastery. 
A recurring theme reported by many older persons in aged care was a feeling 
that they lack a sense of control over their external world. This low sense of 
environmental mastery was reported by older persons in different areas including 
within their room and in the facility more widely. For some older persons there was a 
feeling of not being able to engage the opportunities surrounding them (for example, 
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activities or socialisation with particular residents), because of a lack of awareness 
regarding the facility. 
“You’re not quite sure where you are supposed to be going for meals, is this your 
passage to go to your room? Is it one more up or one more down?” 
Female, 89 years old 
 For older persons, being unable to navigate their surroundings increased the 
likelihood of staying in their room and not engaging with residents and activities 
available within the facility.  
 Environmental mastery was also impacted negatively for some older persons 
when other residents entered their private room without permission.  
“I did find that, in the first three weeks, occasionally someone would wander through 
because people get out and wander at night. And because it’s not lit here [in her 
room], I don't know where they come from.” 
Female, 84 years old 
 Older persons reported that the residents that would enter their room without 
consent were usually residents with cognitive impairments that had walked from a 
High Care area to a Low Care area. Of the older persons who experienced this, none 
blamed the individual for coming into their private space. However, the older 
residents did report feeling that they were not fully in control of their own personal 
environment (within their room).  
 The most common reason for low environmental mastery, however, was the 
lack of personal possessions brought from home into the older persons room. The 
absence of personal possessions was reported as the primary concern in regards to 
environmental mastery and included such items as clothes brushes, shower brushes, 
shoe polish, and staplers. 
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“I’m still bereft of things that I need to carry on living how I was in my own home. 
I'm still bereft of the things that enable me to do that because they haven't been 
brought into me. I'm still waiting to get things.” 
Male, 81 years old 
 Some older persons reported waiting months for desired possessions and 
were still hopeful after their home had been sold. Older persons reported that the 
absence of such items were a significant challenge to the adjustment from life at 
home to life in aged care.  For the minority of older persons who reported that all 
desired personal possessions had been brought into their room, adjusting to the move 
into aged care was largely positive. 
Low autonomy. 
 Low autonomy was reported by older persons in different ways over the 
course of transition to aged care. Autonomy appeared to be less impacted by the 
transition with improved knowledge of opportunities, the availability of tasks or 
activities reflective of their life before aged care, and an understanding of why there 
are some restrictions within aged care. 
A time period in which low autonomy was particularly common was during the 
initial transition when the decision to enter aged care was made.  
“I am very sad about leaving it (old house) but it was just too much so my daughter 
who looks after me talked me into looking into places” 
Female, 91 years old 
 Many older persons felt that social pressures from family limited their ability 
to make a self-determined choice to enter into aged care. The level to which older 
persons made the decision to enter aged care was variable, with some making an 
independent decision with consultation with family and others feeling ‘pushed’ into 
48 
 
the decision by family. For those older persons who felt that most, or all, of the 
decision was made by family members, adjustment to living in aged care was 
particularly difficult. 
 Another area in which low autonomy was indicated was in older person’s 
reports of decisions they were independently able to make within aged care. For 
many, living within a structured routine of aged care conflicted with the routine they 
had developed over the course of their life. 
“I'm not overly rapt with it because I can't just come and go like I've been used to all 
my life. I used to do what I wanted to do and if I didn't want to do something I 
didn't.” 
Male, 85 years old 
 Older persons expressed that reporting to staff on their whereabouts if they 
leave the facility and needing a family member to escort them on an outing felt like a 
significant limitations to their independence. Most older persons understood the 
reasons as to why these rules were set in place and indicated that the safety of 
residents was a good reason. However, many older persons felt that such rules were 
more associated with high-care residents than themselves. 
 Older persons reported conforming to a routine of living which restricted 
their autonomy to engage in tasks which were previously available to them. 
Furthermore, some older persons reported that they are not sure what tasks were 
available for them to undertake and what tasks were being conducted by other 
parties. 
“When you’ve been used to handling your own money, I mean, all of a sudden you’re 
not in control, and how far that goes I wouldn’t have a clue.” 
Male, 86 years old 
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This lack of knowledge as to who was making decisions on their behalf and 
why (for example, to manage medications and/or finances) was a cause for concern 
for some older persons. The lack of understanding as to why they were not managing 
these aspects of their life moved the focus from what was available to older persons 
to what was restricted living in aged care. For other older persons, the lack of 
knowledge resulted in a reliance on staff and family to make those important choices. 
Loss. 
A recurring theme reported by all older persons was feelings of loss. Feelings 
of loss manifested in a variety of different ways and were dependent on what older 
persons felt was missing from their new life in aged care as well as what was 
significant for them when living independently. Older persons reported experiencing 
a loss of relationships with family and friends, a loss of their house, a loss of feeling 
at home, a loss of their old life, a loss of their old routine, a loss of possessions, a loss 
of their clothes, a loss of belonging to a social group (RSL’s etc), and a loss of 
independence. While no older person reported feeling a loss in every one of these 
aspects, all older persons reported feeling a loss of some kind which caused distress. 
“Well, I felt as if I had lost part of my life. Because I was very happy where I was. I 
had had a good time. I had had a good life there.”  
Female, 85 years old 
For older persons who had recently transitioned into aged care, the loss of 
their house and feeling at home was common. For older persons who had been living 
in aged care for a longer period of time, feelings of loss often focussed on other 
issues such as what was needed to continue their life in aged care in the manner 
important to them. As a result, the loss of possessions, clothes, independence, and a 
loss of their old life was a more prevalent theme. 
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“Trying to put a unit into one room and one wardrobe. I gave so many clothes away 
to the op-shop that were new and hardly used and a whole lot of things. Which were 
my memories really.” 
Female, 85 years old 
While patterns between older person’s focus of loss and duration of living in 
aged care were identified, significant variation still existed between older person’s 
experiences of loss. Significant differences were identified in the language used by 
older persons when reporting about their feelings of loss. For some older persons, 
rationalisation of loss was common in interviews. 
“Well I liked family life and ah .. I really didn’t want to come into aged care but 
there comes a time when you have to.” 
Female, 88 years old 
Older persons used the fact that they are ‘getting older’ or that they ‘need to 
be close to family’ as common rationalisations of loss. The reason for rationalisation 
of loss may have been to decrease the negative impact of losing something 
significant. Indeed, for older persons who rationalised their losses, positive aspects of 
the transition indicative of adjustment were more commonly reported. 
Family Members 
Relief. 
Most of the family members felt a sense of relief after the transition into aged 
care had been complete for their relative. A strong sense of being largely, or at times 
the only one, responsible for their relative’s welfare was lifted and the realisation that 
this duty would now be shared was met with relief. The strong sense of responsibility 
for a relative meant that for some family members a feeling of relief was also met 
with negative perceptions of themselves as selfish.  
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“So you know, it does sounds a bit selfish in a way, but you do get that relief from 
it”. 
Male, 53 year old. 
For others, there was an acknowledgement that their relative had deteriorated 
significantly in being able to care for themselves independently prior to moving into 
aged care. This realisation had led to family members experiencing ongoing worry 
about their relative’s safety and quality of life while they lived in the community. For 
most family members this worry could not be allayed by spending more time at the 
relative’s house caring for them.  
“I used to call once sometimes twice, do her laundry, do her shopping and I’d walk 
out the door and think that 10 minutes later she could be on the floor”. 
Female, 59 years old. 
Relief from this ongoing stress was identified by many family members as a 
significant positive experience of the transition into aged care.  
“Whether it’s verbalised or not there is always an acute awareness that they are 
aging and they are not coping as well as they used to, so you worry about their 
welfare, physically and emotionally. I don’t worry about that anymore. That is 
fabulous, you can’t buy that”. 
Female, 54 years old. 
Additionally, some family members reported that this relief had given them a 
more positive outlook for their future. With the large responsibility of caring for an 
older relative decreased, family members predicted that their lives to be less 
stressful.  
“(I’m) just relieved that she has settled and that my life is starting to get a little 
easier”. 
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Female, 57 years old. 
For family members, the knowledge that their older relative would be 
receiving professional and continuous care relieved worries about their welfare. 
Being able to share the responsibility of caring for an older relative also meant 
family members could switch the focus to themselves, culminating in a more positive 
outlook for their future. 
Guilt. 
Guilt was an emotion that was conveyed by many family members when 
describing their experience of having a relative transition into aged care. The source 
of guilt varied between family members. However, a common thread recurring 
through these different experiences was that guilt was often connected to views of 
letting a relative down. 
 The shifting of primary responsibility of care, from family member to aged 
care staff, was described as a significant source of guilt. Some family members 
viewed the care of a relative as a duty which should be conducted by family 
members only, without professional support. For these family members, there was a 
perception that they had given up on their relative by having them in aged care. 
“The guilt, of course, because he is a family member and putting him into somebody 
else’s hands rather than being able to look after him yourself”. 
Female, 50 years old. 
Another source of guilt was that of seeing their relative’s sadness from living 
in aged care. This sadness was not viewed as a short-term response to the transition 
into aged care, but was seen as more of a long-term reaction which some family 
members felt responsible for. This was especially the case if they played a significant 
role in the decision for the relative to be admitted into aged care. 
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“(Seeing her Mum sad) It just brings back the old guilt of, should I have put her in 
residential care? I mean it’s irrational because I know I made all the right decisions 
… but guilt is irrational”. 
Female, 46 years old. 
  Family members also reported feeling like they abandoned their relatives. 
Feelings that they had given up the amount of support they “should” be providing 
were common and through this significant amounts of guilt were reported.  
“My daughters say “Mum, just stop visiting”. But I can’t do that and neither can my 
sister. We feel that we would be really abandoning her completely”. 
Female, 66 years old. 
Coping with guilt by visiting on a daily, or almost daily basis, was described 
by some family members. Subsequently, less relief as a result of the transition was 
reported by these persons. 
Acceptance over time. 
Family member acceptance of the transition, residential accommodation and 
care for their relative was experienced by some and not others, however, both two 
groups demonstrated unique variations of emotions felt across time. Of the twelve 
participants, seven experienced acceptance (58.33%) between the first month and 
sixth month post admission. 
  Most of the family members who experienced acceptance over time felt relief 
as the primary emotion during the first week after admission. 
“(Re: the transition into care) Absolute relief. Yes, definitely, because we knew it was 
going to be the best move for him”.  
Female, 50 years old. 
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This may be indicative of a high burden of care prior to the transition for 
these individuals. It is important to note that guilt, while it was present in this group, 
was not a prominent emotion following relief as described earlier. The results 
indicated that acceptance followed feelings of physical/emotional exhaustion or 
confusion for almost all participants in this group. This may indicate that self-care 
and education can facilitate acceptance for some family members. 
Five out of 12 of the family members did not experience acceptance over 
time. The various emotions felt by participants at the time of interview (3- to 6-
months post admission) included; anxiety, confusion, disappointment, concern, and 
relief. The most common feeling reported by family members was confusion 
regarding their role within the residential care context and how the facility is run. 
“(Re: feelings at 6 months post-admission) That was a period of confusion. Not quite 
sure what was going on within the organisation”. 
Female, 46 years old. 
For most family members, anxiety was reported in the initial stages of the 
transition (first week). For those family members that reported confusion across time, 
anxiety was commonly seen across time as well. 
Relationship conflict and consolidation. 
Relationship conflict and consolidation appeared in various forms and 
between different parties for family members. Conflict or consolidation presented 
between the family member and the newly-admitted resident as well as between the 
family member and other relatives. 
Relationship conflict manifested most strongly as reports from family 
members about the anger shown by the newly-admitted residents regarding the lack 
of control residents felt about the admission decision. For some family members the 
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reception of anger from a loved one resulted in feelings of sadness, devastation and 
guilt. For other family members it began a negative cycle whereby residents show 
anger toward their family members, family members then decrease visitation, and the 
perception of resident’s anger increases. 
“When he started getting upset about being here, he was so irritable, he wasn’t the 
nicest person to be around, and in the end I decided I wasn’t going to come that 
often”. 
Female, 57 years old. 
This is an important cycle to break as it not only has the potential to increase 
anger in residents but also an increase of guilt in family members (for decreasing 
visitation) and a decrease of social support for residents.  
Support between family members may also be fragmented during this time if there is 
conflict on how to manage the transition into residential care or if the transition 
should even occur at all. 
“(Re: The decision to enter residential care) It was actually made between my 
brother, my sister and myself. It was a very difficult decision and we had a lot of 
arguments about it. I felt that that was devastating.” 
Female, 69 years old. 
Such conflict was reported by different family members at different times 
post-admission and with varying degrees of severity. Such reports, however, were in 
the minority compared to relationship consolidation between family members. 
Relationship consolidation between family members was reported by many of the 
family members taking part in the study.  
“I think if anything I’ve got a bit closer to my brother because we had to go through 
this process together and he had to become involved”. 
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Female, 57 years old. 
This relationship consolidation also generalised to brothers, sisters, nieces, 
nephews, and cousins of family members. For many, there was collaboration 
between relatives so that different family members were visiting on a more 
consistent schedule, increasing the social support of the resident as well as the family 
members themselves. 
Communication difficulties. 
Family members identified two clear and distinct communication difficulties 
with staff: 1) Lack of communication during the early stages of transition; and 2) 
Lack of clarity in communication with staff. The lack of communication from staff 
during the initial stages of transition was identified by many family members and 
was viewed as adding to their stress and confusion during that time.  
“I just felt that there was nobody that welcomed us, or admitted her, or really made 
us feel at ease about leaving her”. 
Female, 66 years old. 
Lack of communication with staff during the initial transition phase was 
consistently reported by family members. When communication did start occurring, 
family members felt that they were only provided with vague replies from staff 
regarding their concerns or queries which led to increased frustration.  
“In my experience, finding out any real, clear information is very difficult. I find that 
really annoying”. 
Male, 53 years old. 
Additionally, many family members felt it was up to themselves to initiate 
communication with staff and that a significant barrier to communication was the 
perceived power differential between themselves and staff. 
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“It’s hard being able to communicate with staff without feeling like you’re going to 
get them against you, because they are the powerful ones”. 
Female, 60 years old. 
Similar views were reported by many family members, with some expressing 
that they did not want to be perceived as a difficult relative for communicating too 
many concerns to staff.  
Family members had strong ideas on what they wanted from communication 
with staff. They indicated that clear and concrete information was desired from staff 
communication and some family members provided recommendations as to how 
they thought this could be achieved.  
“It might be good to have some sort of explicit instruction or strategy about how to 
communicate to staff about the needs of your particular person”. 
Female, 60 years old. 
Lack of procedural knowledge. 
The lack of knowledge about procedural aspects of residential care came out 
as the strongest theme for family members. The results indicated unfamiliarity at the 
macro level of procedural knowledge, for example, not knowing the staff structure 
for effective communication.  
“Oh, the main thing was not knowing the chain of command and not feeling like I 
had a clear avenue to talk through issues”. 
Female, 46 years old 
This concern was reported by many family members and was highlighted as a 
barrier to feeling supported within a facility. Additionally, the results indicated a lack 
of procedural knowledge at the micro level. For example, being unaware of what is 
provided for relatives coming into care.  
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“I didn’t know what they (the family) needed to bring and I rang up and no-one 
would give me an answer. So in the end I didn’t know if he (the resident) needed 
toiletries or towels or anything. So we didn’t pack them, and of course he needed 
them.” 
Female, 60 years old 
The family members’ lack of knowledge regarding what items to bring for 
their relative was a barrier to personalising their relative’s environment to resemble a 
‘home’ and was a significant source of stress. 
Family members not only reported what they were lacking within the context 
of transition to residential care, but were also articulate in stating what they would 
like to improve this process. Family members recommended that facility contacts 
were needed regarding resident health, room maintenance, and finances. Similarly, 
family members expressed the need for information about who to tell when they 
would like to take out a relative at mealtime and how to manage medication 
scheduling when social outings are planned. Additionally, a physical orientation to 
the facility showing where to have a coffee or tea, the large and smaller lounges, as 
well as the nurses stations, was desired by family members. Family member’s also 
recommended more information about self-care and how to prioritise responsibilities 
of a loved one living in residential care. 
The delivery of such information was also considered by many family 
members as important so as to be practical and effective. It was recommended that 
such education be provided in book-form so that the information is explicit and 
family members can come back the text when is most effective for them. 
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“I think places like this could use a family handbook because that is something I 
ended up doing. I emailed them (facility staff) saying, this question, that question, 
and leaving gaps so they could answer them”. 
Female, 57 years old 
Further recommendations were made to ensure that there are discussions 
about the resident specifically.  
“A program that is educative and trying to find out a little more about the person.” 
Female, 60 years old. 
By noting down the aspects of care unique to the resident (for example, 
ensure hearing aid is on when asked to come to lunch) and sharing this with staff, 
family members felt the facility procedures would be more personalised to 
individuals. 
Summary of Findings 
The transition into aged care is experienced differently by older persons and 
their families. Both groups experience positive and negative aspects or feelings 
which can often conflict with each other. 
The highlighted aspects of older persons’ experience of the transition to aged 
care include safety and security, relief from burden, communication difficulties, poor 
environmental mastery, low autonomy, and loss. These factors are not static and the 
importance of each theme varies between individuals and can fluctuate over time. 
For older persons, the focus of whether the transition is positive or negative is 
influenced by whether they feel that they have opportunities to personalise their 
environment, can make valuable choices, whether they feel heard and whether they 
can process their loss. The ability to engage in these aspects positively, in 
conjunction with the view that they are safe and secure within their environment and 
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are not a burden on relatives, guides older persons toward adjustment to living in 
aged care. 
For family members, a different experience was highlighted. Family members 
described the experience of having a relative transition into aged care in terms of 
relief, guilt, acceptance over time, communication difficulties, relationship conflict 
and consolidation, and a lack of procedural knowledge. For family members’ there 
are many personal concerns and conflicts that are trying to be processed whilst also 
looking out for the best interests of their relatives going into care. While family 
members may cease being the primary carer for their relative living independently, 
concern for their relatives wellbeing and a sense of responsibility to ensure they are 
provided with adequate care still remain. The themes indicated that information is a 
resource that is lacking for many family members. For family members, effective 
communication with staff, adequate knowledge of facility procedures, the ability to 
process distressing and conflicting emotions, and being able to continue positive 
relationships with family in the face of stress are all important for effective 
adjustment to the aged care transition. 
Implications for Development of the ARC Transition Program 
These results can be used to guide particular components of the ARC 
Transition Program, such as the normalization and validation of positive and 
negative emotions and strategies to personalize the LTC environment. These results 
indicate that it is important to address the positive aspects of transition as both 
residents and family members reported positive experiences, such as relief, less 
dependence on caring, and safety and security. Conversely, residents and family need 
an avenue to discuss difficult emotions, such as sadness, guilt, and loss, so that these 
emotions can be processed and lead to healthy adjustment. If residents and family 
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members are not provided with these opportunities, negative emotions may define 
the experience of LTC transition leading to maladjustment. It is likely that addressing 
challenging emotions within a program will not only improve adjustment, but also 
the relationships between residents and family members as the results indicated that 
significant emotional experiences can perpetuate relationship conflict and avoidance. 
Education for both residents and family members also emerged as an important 
factor to clarify facility orientation, procedures and staff roles.  
Implications for Residents. 
The results indicated that a program should facilitate a continuation between 
home and facility living for residents by exploring what possessions and activities 
that defined community living could be integrated into the LTC context. Targeting 
autonomy within a program is challenging due to many LTC routines applying to all 
residents and being less flexible for individuals (e.g., financial and meal 
arrangements). However, the findings also suggest that knowledge of available 
opportunities, activities and reasons for specific routines help maintain autonomy, all 
of which can be delivered in a program to aid resident autonomy. Furthermore, 
facilitating a discussion to increase understanding of reasons for relocating into LTC 
is important for residents to make sense of the event so as to increase the likelihood 
of processing the various losses experienced. 
Implications for Family Members. 
The findings indicated that increasing education about facility and staff as 
well as providing self-care strategies may facilitate acceptance of the relocation for 
family members. Furthermore, communication difficulties may be improved by 
providing family members with explicit information regarding which staff are most 
appropriate to speak to for relevant issues, including staff structure and roles. Family 
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members recommended the provision of staff contact information and staff roles to 
be provided in a hard-copy booklet form for future reference. This suggests that a 
manualised booklet would be most beneficial for program delivery. 
The results of Study 1 are important in uncovering the needs and concerns of 
residents and family members during the LTC transition. Additionally, this 
information can be used to direct which aspects of the transition should be addressed 
within the ARC Transition Program to facilitate adjustment. Chapter 6 will describe 
the development of the ARC Transition Program from its theoretical and empirical 
foundations.  
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CHAPTER 6: DEVELOPMENT OF AN ADJUSTMENT PROGRAM FOR 
RESIDENTS AND FAMILY MEMBERS 
Research indicates that most Australians between the age of 55 and 94 years 
old living in the community have not considered relocation into aged care 
(66%;(Crisp, Windsor, Anstey, & Butterworth, 2013). These results, coupled with 
the fact that an unexpected crisis triggers up to 78% of admissions into aged care 
(Castle, 2003), suggests that the majority of newly-admitted resident have minimal 
understanding of what it means to live in aged care. Additionally, the family 
members who often took care of these older persons within the community are often 
not provided with support once relocation has occurred (Access Economics, 2010).  
The admission into aged care can negatively impact adjustment for both older 
persons and their family members, with an increase in depression, anxiety, stress, 
and anger as well as a decrease in wellbeing common within the first three months 
(Achterberg et al., 2006; Gaugler & Holmes, 2003; Hegner & Gerlach, 2007; 
Pearson et al., 2004). A program was developed to provide an avenue for older 
persons and their family members to discuss and process their emotions in relation to 
the transition into aged care and to create continuity between their lives before and 
after admission. The program was titled the Adjustment into Residential Care (ARC) 
Transition program which aimed to increase adjustment for older persons recently 
admitted into aged care and their family members. The foundations of the ARC 
Transition program were developed through a theoretical framework of adjustment 
(Bardi & Ryff, 2007). The specific areas addressed within the ARC Transition 
program were informed by past research as well as a qualitative study exploring the 
experience of admission into aged care from the perspective of newly-admitted 
residents and their family (see Chapter 5).  
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Theoretical Framework 
The ARC Transition program for newly-admitted residents and family was 
developed from a theoretical framework of adjustment consistent with Ryff’s six 
factor model of PWB (Bardi & Ryff, 2007). Specifically, increased adjustment is 
conceptualized as a rise in PWB (i.e., purpose in life, personal growth, environmental 
mastery, self-acceptance, positive relations with others, and autonomy) and a 
reduction in emotional distress (i.e., depression, anxiety, stress and anger). In 
contrast, maladjustment is conceptualized as a reduction in these areas of wellbeing 
and a rise in emotional distress. 
A literature review regarding the impact of the transition into residential care 
on older adults indicated direct evidence supporting a decrease in environmental 
mastery (Wilson, 1997), self-acceptance (Fisher, 1990; Golant, 1991; Iwasiw et al., 
2003; Marshall & Mackenzie, 2008), autonomy (Achterberg et al., 2006; Chenitz, 
1983; Fiveash, 1998; Gass et al., 1992; Lee, 1999; Pearson et al., 1993; Wilson, 
1997), and positive relations with others (Ellis, 2010; Fisher, 1990; Lee, 1999; Lee, 
Woo, & Mackenzie, 2002a; Nay, 1995; Wilson, 1997) as well as indirect evidence 
indicating a decrease in purpose in life (via. the pathway of decreased meaningful 
activity;(Marshall & Mackenzie, 2008). Research has also showed increases in rates 
of depression, anxiety, stress and anger in residents shortly after admission 
(Achterberg et al., 2006; Bagley et al., 2000; Hegner & Gerlach, 2007; Jackson et al., 
2000; Thomasma et al., 1990; Wilson, 1997). A literature review regarding the 
impact of a relative’s admission into residential care on family members indicated 
direct evidence for the negative impacts to environmental mastery (Rosenthal & 
Dawson, 1991; Reuss et al., 2005b), autonomy (Reuss, Dupuis, & Whitfield, 2005a), 
and positive relations with others (Lichtenberg, 2006; Sidell, 1997), as well as 
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indirect evidence supporting the negative impacts to personal growth (via. pathways 
of reduced sense of identity and wellbeing; Gaugler & Holmes, 2003; Lundh et al., 
2000). Research examining the impact of a relative’s admission on family members 
has also shown increases in rates of depression, anxiety, stress and anger (Gaugler & 
Holmes, 2003; Krause et al., 1999; Pearson et al., 2004; Reuss et al., 2005a; 
Rosenthal & Dawson, 1991; Schulz et al., 2004; Whitlatch et al., 2001). 
Study 1 
Resident results. 
The results of the qualitative study described in Study 1 were used to inform 
the issues to be discussed within the ARC Transition program for newly-admitted 
residents. The themes that emerged were safety and security, relief from burden, 
communication difficulties, poor environmental mastery, low autonomy and loss. 
The resulting themes were categorized as either positive (safety and security and 
relief from burden) or negative (communication difficulties, poor environmental 
mastery, low autonomy and loss).  
The positive themes (safety and security and relief from burden) were used to 
develop topics which increase discussions relating to hope and new goals within the 
context of the facility. For Session 1 of the ARC Transition Program for residents, 
the topics that developed from these themes include; (1) The positives of moving into 
residential care; and (2) The new opportunities available in residential care. In 
addition, discussions with residents about autonomy, environmental mastery and loss 
highlighted a positive experience in reflecting about what defined their previous 
residence as their “home”. From this information, the topics that were developed for 
Session 2 of the ARC Transition Program for residents included; (1) The meaning of 
“Home”; and (2) Strategies to create the feeling of home within residential care. 
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The negative themes (communication difficulties, poor environmental 
mastery, low autonomy and loss) were used to develop topics which aimed to 
increase discussion and processing of negative experiences during the transition. For 
Session 1 of the ARC Transition Program for residents, the topics that developed 
from these themes included; (1) The reasons why people move to residential care; (2) 
Who made the decision to move into residential care; and (3) Any losses experienced 
during the transition into residential care. The reasons and decision for admission 
was decided as the first topics due to the results of the qualitative study indicating 
that there was a lack of knowledge among some residents as to why they were in 
aged care and whether the relocation was warranted. These topics also created a 
dialogue around the context of their admission, including first impressions and 
adjusting to the relocation. The results of the qualitative study indicated that loss was 
experienced by all newly-admitted residents. Different types of loss were identified 
as more or less significant depending on the individual. As a result, an open-ended 
discussion about loss, with residents deciding what element of loss was most 
important for them to address, was developed as a topic for the program. For Session 
2 of the ARC Transition Program for residents, the topics that emerged from the 
themes were; (1) The routines of residential care; and (2) The various locations and 
services within residential care. These topics were developed in response to the 
Study 1 results indicating that low autonomy and environmental mastery were due to 
not being aware of opportunities and routines within the facility rather than not 
wanting to participate in activities or engage with others. For an overview of topics 
within each session refer to Table 6.1. 
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Family member results. 
The results of the qualitative study described in Chapter 2 were used to 
inform the issues to be discussed within the ARC Transition program for family 
members. The themes that emerged were relief, guilt, acceptance over time, 
communication difficulties, relationship conflict and consolidation, and a lack of 
procedural knowledge. The resulting themes were categorized as either positive 
(relief, acceptance over time, and relationship consolidation) or negative (guilt, 
communication difficulties, relationship conflict, and a lack of procedural 
knowledge).  
The positive themes (relief and acceptance over time) were used to develop 
topics which facilitated a discussion with family members about how they felt in 
response to their relative’s admission into aged care. Results from Study 1 suggested 
that many family members felt conflicted about their emotional experience during 
the admission process which often led to more confusion or distress during this 
demanding period. For example, many family members reported that their feelings of 
guilt were perpetuated by an awareness of feeling relieved when their relative had 
been admitted. A focus of these discussions was to validate family members 
experience and highlight any benefits of the admission so that the transition wasn’t 
defined by guilt or other significant negative emotions. For Session 1 of the ARC 
Transition Program for family members, the topics that developed from these themes 
included; (1) The emotions felt during the relative’s transition into residential care; 
and (2) The benefits to family members and relatives as a result of the move into 
residential care. In addition, the themes of acceptance over time and relationship 
consolidation, were used to develop topics which increased a sense of continuity 
between family members’ roles pre- and post-admission, not only as a carer but also 
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as a relative of the resident. From this information, the topics that were developed for 
Session 2 of the ARC Transition Program for family members included; (1) Family 
member responsibilities with relatives prior to admission; and (2) The new family 
member role within residential care. The results of Chapter 2 also highlighted some 
maladaptive coping strategies that family members were using to cope with guilt, 
such as engaging in excessive visits to relieve them from feelings of guilt. 
Additionally, many felt unsupported from family or facility staff and reported 
increased feelings of stress, anxiety and anger as a result. In response to this, a topic 
was developed for Session 2 of the ARC Transition Program for family members 
titled; (3) Self care. The aim of which was to brainstorm ways in which family 
members could implement self-care strategies into their daily lives. 
The negative themes (guilt, and relationship conflict) facilitated the 
development of topics which overlapped with topics which came out of the positive 
themes. This included (1) The emotions felt during the relative’s transition into 
residential care; and (2) The new family member role within residential care. This 
was due to an overlap within the themes that emerged from the Study 1 results (e.g., 
relief resulting in guilt, and relationship conflict and consolidation). Other topics that 
were developed from these themes for Session 1 of the ARC Transition Program for 
family members included; (1) The decision for the relative to move into residential 
care; and (2) The reasons for the relative’s move into residential care. These topics 
created a dialogue around the context of their relative’s admission, including first 
impressions and adjusting to the relocation. A topic for Session 2 was also developed 
from the negative themes (communication difficulties, and a lack of procedural 
knowledge) which was titled; (1) The staff hierarchy and procedures in the facility. 
This topic was created to inform family members about which staff would be most 
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appropriate to discuss particular concerns and to clarify facility procedures, such as 
visitation or medication management. For an overview of topics within each session 
refer to Table 6.1.  
Table 6.1. 
Session Topics within the Resident and Family Member ARC Transition Programs 
Sessions Residents Family Members 
 (1) The reasons why people 
moved to residential care 
(1) The reasons for the relative’s 
move into residential care 
 (2) Who made the decision to 
move into residential care 
(2) The decision for the relative to 
move into residential care 
 
Session 1 
(3) Any losses experienced during 
the transition into residential care 
(3) The emotions felt during the 
relative’s transition into 
residential care  
 (4) The positives of moving into 
residential care 
(4) The benefits as a result of the 
move into residential care 
 (5) The new opportunities 
available in residential care 
 
 (1) The routines of residential 
care 
(1) The staff hierarchy and 
procedures in the facility 
Session 2 (2) The various locations and 
services within residential care 
(2) Family member 
responsibilities with relatives 
prior to admission 
(table continues) 
 
70 
 
 
Residents Family Members 
 
 
Session 2 
(3) The meaning of “Home” (3) The new family member role 
within residential care 
(4) Strategies to create the feeling of 
home within residential care 
(4) Self-care strategies 
The Adjustment into Residential Care (ARC) Transition Program 
The ARC Transition program was designed as a one-on-one program for 
residents and family members. The individual format was chosen rather than a group 
discussion for three key reasons. First, the benefits of group discussions, such as 
opportunities to explore group dynamics and within-group experiences of a similar 
event (Kitzinger, 1994), are not in line with the purpose of the ARC Transition 
program. The aim of the ARC Transition program is to provide an avenue to discuss 
the transition and process emotional responses whilst also developing individualized 
strategies to increase adjustment to the event (e.g., self-care and creating a “home” 
environment). Second, an individual format was chosen to reduce the likelihood of 
attrition, which has been shown to be higher in group formats (Cuijpers, van Straten, 
& Warmerdam, 2008). This was important, as differing numbers of participants 
between Session 1 and Session 2 due to attrition may have negatively impacted the 
capacity to conduct the appropriate statistical tests. Third, only one person was 
admitted to each facility at a time, so it was more pragmatic to engage participants in 
the program individually.  
Consistent with Burgio and colleagues (2001) guidelines for evaluating 
psychosocial interventions in aged care, a structured manual was provided to both 
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newly-admitted residents and family members who participated in the ARC 
Transition program. The manual followed the structure outlined in Table 6.1, with 
each page dedicated to a topic of discussion. A space was provided on each page for 
participants to write their thoughts, feelings, or ideas which related to the topic of 
discussion. Residents and family members were encouraged to record this 
information not only as an exercise to consolidate their understanding of the 
transition experience but also so that the manual could be used as a resource for 
personal reflection as the weeks progressed. This is in line with research suggesting 
that reminiscence, which aims to integrate one’s understanding of an experience, is 
beneficial for adjustment in the face of life transitions (Thornton & Brotchie, 1987; 
Wong & Watt, 1991). To further target adjustment, contributors of depression 
severity highlighted by the Alexopoulos and Bruce (2009) were directly addressed 
within the ARC Transition Program including access to care (i.e., staff orientation), 
discussing relationships (i.e., relationships within facility context), and reducing 
stigma and isolation (i.e., normalizing the transition and emotions experienced; 
Alexopoulos & Bruce, 2009).  
Resident ARC Transition Program: Session 1. 
The reasons why people moved to residential care. 
The purpose was to explore the many reasons as to why the resident was 
admitted into aged care. The researcher encouraged in-depth discussion about the 
varied issues which contributed to admission. This was done to increase each 
resident’s understanding of why admission occurred so that they could make a 
considered decision as to whether the relocation was an appropriate course of action. 
Legitimacy of why admission occurred has been identified as a key process shaping 
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each resident’s adjustment into aged care (Chenitz, 1983; Nolan, Grant, & Keady, 
1996). 
Who made the decision to move into residential care. 
A discussion regarding the decision for relocation into aged care addressed 
two separate issues. First, identifying who made the decision for the relocation. 
Second, the resident’s level of agreement with other contributors of this decision. 
These issues facilitated a discussion addressing the level of control the resident had 
in the decision to relocate, which has been shown to be an important predictor of 
adjustment (Mikhail, 1992; Reinardy, 1995; Thomasma et al., 1990). 
Any losses experienced during the transition into residential care. 
The purpose of discussing this topic was for residents to highlight what 
particular losses were most significant to them. This focus is consistent with research 
which shows that distress results from an individual’s perceived significance of the 
loss rather than the frequency of losses that have occurred (Kahn, 1990). Residents 
engaged in a discussion about any material losses (e.g., personal belongings), social 
losses (e.g., relationships with friends), or abstract losses (e.g., autonomy). They 
were encouraged to explore what was special about the material, social or abstract 
aspect of community living which they felt they had lost from relocating into aged 
care.  
The positives of moving into residential care. 
A discussion was led about what positives experiences residents felt as a 
result of being admitted into aged care. It was important not to overlook the positive 
aspects of moving into aged care, as past research has conceptualized the 
development of positive ideas and attitudes towards living in aged care as a major 
contributor to adjustment and final acceptance of admission (Wilson, 1997). 
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The new opportunities available in residential care. 
The discussion regarding opportunities in residential care was developed as a 
continuation of the previous discussions about losses and positive aspects of 
admission. Specifically, the residents’ reports about what was special about 
community living, which they felt they had lost, was set as a foundation to 
brainstorm what opportunities were available within aged care which were consistent 
with these ideas. For example, an individual feeling a sense of loss about their garden 
might highlight the community garden as an opportunity to look after different plants 
and flowers. Similarly, reports about the positive aspects of admission led into 
discussions about what unique opportunities are available to the resident. For 
example, the resident may have stated that she was interested in engaging in a 
knitting class within the facility, which was not previously available to her when she 
was living in the community. 
Homework. 
Before Session 2, residents were asked to think of ways in which they could 
make the aged care facility into a new home and to record these ideas within the 
booklet. This information was used in Session 2 to discuss what the term “home” 
meant to the resident and how this could be re-created within the aged care context. 
Resident ARC Transition Program: Session 2. 
The routines of residential care. 
The resident was asked to identify the different routines in residential care. 
Specifically, different times of meals, medication, showering, visitation and activities 
were recorded within each resident’s booklet. The resident was informed on any 
other routines which they overlooked, but were part of facility daily procedure. 
These topics were also recorded in the booklet. This was important to orientate 
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residents to the schedule of the facility, which previous research has indicated is an 
important step toward adjustment in aged care (Brooke, 1987). 
The various locations and services within residential care. 
Another important step for adjustment is orientating residents to the physical 
layout of the new environment (Brooke, 1987). To this end, a map of the facility was 
developed which included the room numbers as well as the locations of nursing 
stations, activity rooms, and dining areas. Residents were encouraged to identify 
areas on the map which were important to them as well as to mark which room was 
theirs on the map. This served as an ‘anchoring point’ of where their room was in 
relation to other areas within the facility. 
The meaning of “Home”. 
Continuing on from the Session 1 homework, residents were asked to 
describe what the word “home” meant to them. This included a discussion about the 
tangible aspects of home as well as the themes that these represent. For example, a 
place in which personal possessions with a lot of meaning are kept. Another example 
may be a place which shows different parts of my life.  
Strategies to create the feeling of home within residential care. 
A discussion was led regarding how these meanings of home could be 
integrated into the aged care context. For example, putting photos or paintings from 
home up on the walls in the resident’s room. Ideas from Session 1 about 
opportunities in aged care were also utilized to encourage an in-depth discussion 
about ways to engage in residential care living which is consistent with how residents 
lived prior to admission. Such strategies help residents create an established identity 
within aged care which, in turn, increases the likelihood of socialization and 
acceptance (Brooke, 1987). 
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Feedback form. 
Residents were asked to fill out a feedback form at the end of the program. 
The feedback form questions were, ‘The aspect I liked most about the program 
was…’ and ‘The aspect I liked least about the program was…’. Additionally, 
residents were asked to rate the helpfulness of the program on a 5-point Likert scale 
ranging from, 1) Not at all helpful; 2) Not very helpful; 3) Neutral; 4) Somewhat 
helpful, and; 5) Very helpful. 
Family Member ARC Transition Program: Session 1 
The reasons for the relative’s move into residential care. 
The aim of this discussion was for family member’s to identify reasons 
contributing to why their relative was admitted into aged care. These included, but 
were not limited to, reasons relating to the care the resident required, resident health 
status, resident capacity to live independently, financial issues, as well as what aged 
care offered both the resident and family. By increasing family members 
understanding of the reasons for admission, the relocation was more likely to be seen 
as in the best interest of the resident, which is beneficial for adjustment (Schneewind, 
1990). 
The decision for the relative to move into residential care. 
Making the decision for a relative to be admitted into aged care can result in 
significant distress for family members (Greenfield, 1984; Schneewind, 1990; Zarit 
& Whitlatch, 1992). Following on from the reasons for admission, a discussion was 
led identifying who made the decision for admission and exploring the role that the 
family member had in this decision. Importantly, reflecting on any of the family 
members reports as to why the move was in the best interest of the resident was used 
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to increase the view that the decision for admission was considered and an 
appropriate course of action. 
The emotions felt during the relative’s transition into residential care. 
Family members were asked to record the emotions felt as a result of their 
relative’s admission into aged care. As part of this process, it was important to 
highlight both the positive and negative emotions as past research has shown that 
conflicting emotions (e.g., relief and guilt) can further perpetuate distress (Kellet, 
1999; Penrod & Dellasega, 2001). To address this issue, the researcher validated the 
emotional responses and encouraged family members to accept these experiences as 
normal reactions to the admission process. 
The benefits as a result of the move into residential care. 
A discussion was led about the benefits of admission for residents as well as 
for the family members. Family members were informed that the positive aspects of 
admission are often overlooked and were asked to consider what advantages may 
result from their relative’s admission. This is consistent with research indicating that 
contrary to widespread expectations, positive consequences for families, such as an 
increased quality of relationships (Smith & Bengtson, 1979) and a decrease in 
caregiver burden (Riddick, Cohen-Mansfield, Fleshner, & Kraft, 1992; Zarit & 
Whitlatch, 1992) often result from the admission. 
Homework. 
Before Session 2, family members were asked to think about any changes that 
had occurred in their life as a result of their relative being admitted into aged care 
and to record these ideas within the booklet. This information was used in Session 2 
to discuss self-care and each family member’s changing role before and after their 
relative was admitted into aged care. 
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Family Member ARC Transition Program: Session 2 
The staff hierarchy and procedures in the facility. 
To orientate family members to the staff roles within the facility, a document 
was developed which outlined the hierarchy of staff roles from reception to facility 
manager. The names, office phone numbers and locations of these staff members 
were provided where available. This staff hierarchy served two purposes. First, to 
inform family members which staff were responsible for what. Second, to increase 
effective communication between family members and staff. A discussion about 
common issues that family members would like to talk about with staff was 
facilitated and the staff members who were able to assist with these inquiries were 
highlighted. This is consistent with previous research showing that quality 
communication with staff reduced stress, increased adjustment (Morgan & 
Zimmerman, 1990), and is beneficial for both family members and staff (Bauer, 
2006). 
Family member responsibilities with relatives prior to admission. 
This discussion was aimed at exploring the level and variety of care family 
members provided to their relative prior to admission. By highlighting the many 
aspects of care provided by family members the pre-admission role was established. 
This became the foundation for the next discussion which highlighted the new family 
member role within the context of aged care. 
The new family member role within residential care. 
It was acknowledged at the outset of this discussion that family caregiving 
continues after admission, but with a different focus (Zarit & Whitlach, 1992). A 
discussion was led which identified the various ways in which family members may 
play a role in the aged care context. This included, but was not limited to, providing 
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care for their relative, advocating for their relative, and providing financial support. 
Any relevant information from the homework task asking family members to identify 
things that have changed in their lives since admission was also integrated into this 
discussion. This is consistent with previous research indicating that adapting to the 
new role after admission facilitates adjustment for family members (Schneewind, 
1990). 
Self-care. 
Family members were asked to identify areas in their life in which they could 
implement self-care strategies. Any relevant information from the homework task 
asking family members to identify things that have changed in their lives since 
admission was also integrated into this discussion (e.g., more time available). Then 
self-care strategies were explored for their appropriateness and practicality. For 
example, yoga, reading a book, exercise or increased socialization with family or 
friends. Highlighting the engagement with social supports was particularly important 
in this process, as research shows the unavailability of social support to be the 
primary factor contributing to burden in family members (Harper & Lund, 1990). 
Feedback form. 
Residents were asked to fill out a feedback form at the end of the program. 
The feedback form questions were, ‘The aspect I liked most about the program 
was…’ and ‘The aspect I liked least about the program was…’. Additionally, 
residents were asked to rate the helpfulness of the program on a 5-point Likert scale 
ranging from, 1) Not at all helpful; 2) Not very helpful; 3) Neutral; 4) Somewhat 
helpful, and; 5) Very helpful. 
Discussion 
 The ARC Transition Program was developed from a theoretical foundation, 
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informed by preliminary research into the experience of aged care admission as well 
as previous research in the area. A program for residents and family members to aid 
adjustment during the transition into aged care has been recommended widely in the 
literature. This includes recommendations for a program which offers emotional 
support (Riddick et al., 1992), orientation (Greenfield, 1984), encourages 
socialization and staff communication (Cox & Ephross, 1989), as well as exploration 
of the new role within the context of aged care (Safford, 1980). These 
recommendations are addressed within the ARC Transition program. 
 Chapter 7 outlines the methodology in investigating the effectiveness of the 
ARC Transition Program in improving resident and family member adjustment to the 
LTC transition. 
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CHAPTER 7: STUDY 2 
The aim of this study was to evaluate the effectiveness of the ARC Transition 
Program in improving adjustment for newly-admitted residents into aged care and 
their family members. First, the effectiveness of the ARC Transition program was 
examined by comparing pre-test to post-test changes in PWB and emotional distress 
between newly-admitted residents who completed the ARC Transition program 
compared to those who received treatment as usual (TAU). Second, the effectiveness 
of the ARC Transition program at 3-month follow-up was evaluated by assessing 
maintenance of treatment gains during the follow-up period (post-test to 3-month 
follow-up) between residents who received the ARC Transition program and those 
that received TAU. Third, the effectiveness of the ARC Transition program was 
examined by comparing pre-test to post-test changes in PWB and emotional distress 
between family members who completed the ARC Transition program compared to 
those who received treatment as usual (TAU). Finally, the effectiveness of the ARC 
Transition program at 3-month follow-up was evaluated by assessing maintenance of 
treatment gains during the follow-up period (post-test to 3-month follow-up) between 
family members who received the ARC Transition program and those that received 
TAU. This chapter presents the hypotheses and method for this study. 
Hypotheses 
1. Newly-admitted residents who complete the ARC Transition program will 
show a significantly greater improvement in PWB and a significantly greater 
reduction in emotional distress from pre-test to post-test than those who 
receive TAU. 
2. Newly-admitted residents who complete the ARC Transition program will 
maintain a significantly greater improvement in PWB and a significantly 
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greater reduction in emotional distress from post-test to 3-month follow-up 
than those who receive TAU. 
3. Family members who complete the ARC Transition program will show a 
significantly greater improvement in PWB and a significantly greater 
reduction in emotional distress from pre-test to post-test than those who 
receive TAU. 
4. Family members who complete the ARC Transition program will show a 
significantly greater improvement in PWB and a significantly greater 
reduction in emotional distress from post-test to 3-month follow-up than 
those who receive TAU. 
Method 
Participants 
The inclusion criteria for residents participating in the study consisted of the 
following: 1) residents were admitted into a new building or wing of the aged care 
facility in the previous three weeks; 2) be cognitively intact as assessed by staff 
perception with follow-up assessment with the MMSE by the researcher; 3) be 
identified as ‘low-care’ during the admission assessment conducted by facility staff; 
and 4) to be English-proficient. Exclusion criteria were that residents were not being 
relocated into the new building or facility wing from transitional care or from another 
part of the facility. Residents who were unable to meet the above criteria were 
excluded from the study. The inclusion criteria for family members were that their 
relative meet the inclusion and exclusion criteria outlined above and that the family 
member was English-proficient, which was determined by the researcher upon 
meeting. 
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Twenty eight newly-admitted residents (n = 13 experimental condition; n = 15 TAU 
condition) took part in the study. Twenty females and eight males participated, with 
ages ranging from 65.25 to 92.93 years old (M = 82.93 years, SD = 6.99 years). All 
participants were cognitively intact as indicated by scores above 24/30 on the MMSE 
(M = 26.63, SD = 1.75). Participants were recruited between one and 16 days post-
admission (M = 9.04 days, SD = 4.03 days). All participants were English speaking. 
Nine family members (n = 4 experimental condition; n = 5 TAU condition) 
took part in the study. Family members were all related to newly-admitted residents 
taking part in the study (seven daughters and two sons). The age of participants 
ranged from 52.27 to 64.41 years old (M = 59.18, SD = 3.83). Participants were 
recruited between two and 21 days post-admission (M = 10.33, SD = 6.65). All 
participants were English speaking. 
Materials 
Mini Mental State Examination (MMSE). 
The Mini-Mental State Examination (MMSE; Folstein, Folstein, & McHugh, 
1975) was used to confirm that residents were cognitively intact and had the capacity 
to provide consent (refer to Appendix A). While a cut-off score of 27 (26 or below) 
has been reported as the optimal threshold to identify dementia (Bryant et al., 2008), 
this score was lowered as the MMSE was not being used for classification purposes. 
A cut-off score of 24/30 was used instead to detect participants who were cognitively 
intact. This cut-off is well supported by past research (Tombough & McIntyre, 1992; 
Mitchell, 2009) and was expected to exclude individuals who had cognitive 
impairment, lacked insight to discuss transition issues or lacked the capacity to 
provide consent for themselves. For more information regarding the psychometrics 
of this measure, refer to Chapter 5. 
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Ryff’s Psychological Wellbeing (PWB) scale. 
Ryff’s PWB (Ryff, 1989) scale measures six dimensions of wellbeing – 
autonomy (A), environmental mastery (EM), personal growth (PG), positive 
relations with others (PR), purpose in life (PL), and self-acceptance (SA; refer 
Appendix H). The 54-item version was used which requires participants to rate how 
they feel about themselves and their life in relation to the above six dimensions. 
Statements included are “My decisions are not usually influenced by what everyone 
else is doing”, which assesses autonomy, and “I am not interested in activities that 
will expand my horizons”, which assesses personal growth. Ryff’s PWB scale uses a 
6-point likert scale ranging from (1) Strongly disagree; (2) Disagree somewhat; (3) 
Disagree slightly; (4) Agree slightly; (5) Agree somewhat; and (6) Strongly agree. 
Twenty-seven PWB items were positively worded and 27 items were negatively 
worded. The possible range of scores for each domain is from 9 to 54. Prior to data 
analysis, negatively worded items were reverse scored so that high scores, ranging 
from one to six, indicated higher well-being. The 54-item format is an abbreviated 
version of the author’s original 120-item scale (Ryff, 1989). This abbreviated format 
was used to reduce the time required of participants so as to reduce additional stress 
or anxiety during the admission process. 
The theoretical six-factor structure proposed by Ryff (1989) has been shown 
to be the best fitting model in many evaluations of PWB’s factorial validity (Ryff & 
Keyes, 1995; van Dierendonck, 2004). Ryff’s PWB scale has good convergent 
validity with other wellbeing and life satisfaction measures (e.g., Life Satisfaction 
Index, Affect Balance Scale and the Philadelphia Geriatric Morale Scale) with 
coefficients ranging from .55 to .73 for young, middle and older adults (Ryff, 1989). 
Age differences, however, were identified, with middle aged adults scoring higher 
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than older adults on domains of purpose in life and personal growth. No significant 
differences between middle aged and older adults were identified for autonomy, 
environmental mastery, self-acceptance and positive relations with others. 
Significant differences between sexes were also identified in the domains of positive 
relations with others and personal growth, with women scoring higher on both 
domains than men (Ryff, 1989). 
The 54-item version has been found to correlate highly with the original 120-
item scale (Ryff & Keyes, 1995), which possesses acceptable internal consistency 
across the six domains (A = .88; EM = .81; PG = .81; PR = .83; PL = .82; and  
SA = .85; Ryff, 1989). Using the entire sample (N = 37), internal consistency scores 
on pre-, post-, and follow-up outcomes within the current study ranged from 
“acceptable” to “good” (George & Mallery, 2003) across the six domains (A ≥ .64; 
EM ≥ .82; PG ≥ .76; PR ≥ .72; PL ≥ .73; and SA ≥ .70).  
Depression, Anxiety and Stress Scale (DASS-21). 
The DASS-21(Lovibond & Lovibond, 1995b) is a self-report measure 
designed to assess depression, anxiety and stress (refer Appendix I). It consists of 21 
statements which participants rate how well each statement applied to them over the 
previous week. Statements included are “I felt that life was meaningless”, “I felt I 
was close to panic”, and “I found it hard to wind down”, which assess depression, 
anxiety and stress respectively. The DASS-21 uses a four-point likert scale  ranging 
from (0) Did not apply to me at all; (1) Applied to me some degree, or some of the 
time; (2) Applied to me a considerable degree, or a good part of the time, and; (3) 
Applied to me very much, or most of the time. All items are positively worded and 
the sum total of each domain is calculated to reach an overall depression, anxiety and 
stress score. Sum totals are doubled so that interpretation is based upon the original 
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42-item DASS scale. The possible range of scores for each domain is from 0 to 42. 
High scores indicate elevated levels of depression, anxiety or stress symptoms whilst 
low scores indicate decreased levels of depression, anxiety or stress symptoms. 
Domain scores are compared against scoring thresholds indicating severity. 
Depression scores range from Normal (0 – 9); Mild (10 - 13); Moderate (14 – 20); 
Severe (11 – 13); to Extremely Severe (28 – 42). Anxiety scores range from Normal 
(0 – 7); Mild (8 - 9); Moderate (10 – 14); Severe (15 – 19); to Extremely Severe (20 
– 42). Stress scores range from Normal (0 – 14); Mild (15 - 18); Moderate (19 – 25); 
Severe (26 – 33); to Extremely Severe (34 – 42). The severity thresholds are 
indicative of the range of scores in the population. Therefore, “Mild” for example 
indicates that an individual is above the population mean, not that they exhibit a mild 
level of a depressive, anxiety, or stress disorder (Lovibond & Lovibond, 1995b). 
The DASS-21 is an abbreviated form of the original DASS-42. All raw scores 
are doubled prior to analysis so that scores are consistent with the scoring thresholds 
used by the original 42-item DASS (refer to the scoring thresholds described above). 
The 21-item DASS format was used to minimise time required of participants so as 
to reduce additional stress or anxiety during the admission process. 
Research has shown that the DASS-21 has a good fit with the original three-
factor structure reported in Lovibond and Lovibond’s (1995a) scale for adults (Henry 
& Crawford, 2005), older adults (Gloster et al., 2008) and in clinical samples 
(Antony, Bieling, Cox, Enns, & Swinson, 1998). The DASS-21 also demonstrates 
good convergent validity with other measures of depression (e.g., Beck Depression 
Inventory; r = .76), anxiety (e.g., Beck Anxiety Inventory; r = .73) and stress (e.g., 
Penn State Worry Questionnaire; r = .57;(Henry & Crawford, 2005). 
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Research has demonstrated excellent internal consistency for the DASS-21 on 
the total score (α = .94), moderate internal consistency on the depression (α = .87) 
and stress (α = .89) subscales and acceptable internal consistency on the anxiety 
subscale (α = .69;(Gloster et al., 2008). Using the entire sample (N = 37), internal 
consistency scores on pre-, post-, and follow-up outcomes within the current study 
ranged from “poor” to “good” (George & Mallery, 2003) on depression (α ≥ .66), 
anxiety (α ≥ .76), stress (α ≥ .54), and total scores (α ≥ .70). Internal consistency 
scores considered “poor” (.5 ≤ α < .6) are regarded as acceptable but should be 
interpreted with caution (George & Mallery, 2003). 
State-Trait Anger Expression Inventory-2 (STAXI-2). 
The STAXI-2 (Spielberger, 1999) is a standardised assessment which 
measures three conceptually and statistically distinct subscales; state-anger; trait-
anger, and anger expression. State anger refers to current subjective feelings of 
anger, trait anger refers to the predisposition to feel anger, and anger expression 
refers to how anger presents in individuals behaviour. Only the state-anger subscale 
was used in this study (refer Appendix J) as the current experience of angry feelings 
in response to the transition into aged care was the focus of assessment. The  
STAXI-2 state-anger subscale comprises 15 items which require the participant to 
rate how they are currently feeling. Statements include are “I am irritated” and “I 
feel angry”. The STAXI-2 State-anger subscale uses a 4-point likert scale ranging 
from, (1) Not at all; (2) Somewhat; (3) Moderately so; and (4) Very much so. All 15 
items are positively worded and interpretation of scores is conducted by summing the 
total score. Higher scores indicate elevated levels of state anger whilst lower scores 
indicate decreased levels of state anger. Raw scores on the state-anger subscale range 
from 15 – 60 and have associated T-scores. T-scores are used as standardised scale 
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scores and have a range of 0 – 100, a mean of 50 points and a standard deviation of 
10 points.  
By using only the state-anger subscale, rather than the entire STAXI-2 
measure, the assessment of anger not only focused exclusively on fluctuations in 
response to the transition to aged care but also minimised time required of 
participants to fill out measures so as to reduce additional stress or anxiety during the 
admission process.  
In regards to construct validity, state-anger scores have been shown to change 
reliably in the expected direction in response to acute behavioural challenges 
(Kamarck, Manuck, & Jennings, 1990). The STAXI-2 state-anger subscale has also 
shown acceptable convergent validity with other measures of anger such as the Buss 
Durkee Hostility Inventory, the Hostility Scales and Overt Hostility Scales of the 
Minnesota Multiphasic Personality Inventory (Hernandez, 2002; Spielberger, 1999).  
The state-anger subscale of the STAXI-2 has demonstrated high internal 
consistency (α = .93;(Spielberger, 1999). Using the entire sample (N = 37), the 
current study showed “acceptable” internal consistency at pre-, post-, and follow-up 
periods for the state-anger subscale of the STAXI-2 (α ≥ .73). 
ARC Transition Program. 
The ARC Transition Program has a separate manualised and structured 
program for residents and family members (refer to Appendix K for resident manual 
and Appendix L for family member manual). Each ARC Transition program is 
tailored to the specific needs of either residents or family members and each program 
constitutes two sessions of approximately 60 minutes duration. To ensure that the 
two-session program is facilitated in a way that is consistent with research into 
transition, adjustment and wellbeing, the researcher had an in-depth knowledge of 
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the theoretical underpinnings from which the ARC Transition Program was 
developed. A single researcher facilitated each one-on-one session (older person and 
family member) so that key areas of transition were discussed and explored. For a 
more detailed description of the content of the ARC Transition Program, and the 
processes involved in its development refer to Chapter 6. 
Procedure 
The project protocol was approved by the Faculty of Health’s Human Ethics 
Advisory Group (HEAG-H) at Deakin University, Melbourne, Australia. The study 
was a multicentre, randomised controlled study of two groups (newly-admitted 
resident and family members) transitioning into residential care in Melbourne, 
Australia. Consent was obtained from all residents and family members participating 
in the study. Two aged care facilities participated and institutional review boards of 
both facilities approved the study. The conditions (experimental vs. TAU) were 
allocated at facility level so as to ensure no cross-contamination between groups 
within a facility. A single researcher conducted the recruitment, as well as 
questionnaire measures at baseline, four weeks and three months post-admission. In 
addition, he implemented the ARC Transition Program. 
Recruitment. 
Aged care facilities. 
Inclusion criteria for each facility was that it was located in Victoria, 
Australia, with a newly-opened low-care building or wing with more than 30 
available beds. This was to ensure that there was an adequate pool of newly-admitted 
residents and family members to recruit and that multiple residents and family 
members could be recruited during a short post-admission time period. Using the 
Victorian Local Government Directory (State Government Victoria, 2012), a 
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researcher spoke with staff in all 79 councils in Victoria to identify newly-opened 
buildings or wings of facilities. Six new facilities or wings were identified as being 
newly-opened, however, three of those were excluded as they were high-care 
specific. Of the facilities identified, three met inclusion criteria. The Director of 
Nursing of each facility was contacted and asked to participate in the study. One 
Director of Nursing declined approval for her institution to take part citing ‘time and 
staff restraints’ as the primary reason. The remaining two facilities from urban areas 
were randomly allocated to either the experimental or TAU condition using a random 
number generator (refer Figure 7.1).  
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7.1. Process of aged care facility recruitment 
The two participating facilities are both non-for-profit facilities, providing 
low- and high-level care, and within 20 kilometres of metropolitan Melbourne. The 
facility receiving the TAU condition had a total number of 151 beds in the facility 
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(high- and low-care), with 32 places available within the new low-care specific wing 
from which residents were recruited. The facility receiving the experimental 
condition had a total number of 124 beds in the facility (high- and low-care), with 30 
places available within the new low-care specific wing from which residents were 
recruited.  
Newly-admitted residents. 
Staff at each facility identified newly-admitted residents who met inclusion 
criteria and asked their consent for a researcher to speak with them about 
participation in the study. Once consent was gained, the researcher met with 
residents and provided them with a plain language statement (refer Appendix M) 
outlining the research purpose, benefits and risks, participation requirements, privacy 
and confidentiality procedures, right to revoke consent and the voluntary nature of 
participation. This included checking in about participants’ understanding of the 
study, the risks and benefits, and ensuring confidentiality from the facility staff, other 
residents or relatives. If participants could indicate their understanding of these 
issues by answering questions (for example, ‘can you withdraw consent at any time?’ 
or, ‘is the information we discuss available to facility staff?’) and remained interested 
in taking part in the study, the participant was asked to read the informed consent 
form (refer Appendix N) and sign it.  
Informed consent is especially salient with older adults due to diminished 
understanding of the informed consent process associated with older age and fewer 
years’ education (Sugarman, McCrory, & Hubal, 1998). As a result, the MMSE was 
used to identify residents with cognitive impairment (MMSE < 24) and exclude them 
from participation due to a lack of capacity to consent. The researcher did, however, 
engage in an informal conversation with excluded residents regarding their 
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experience of relocation into aged care so as to be respectful despite discontinuing 
participation. Participants who scored at or above the threshold of 24/30 on the 
MMSE were considered to be able to have the cognitive capacity to provide 
informed consent and were included in the study.  
Over an 11-month recruitment period (1st July, 2012 to 1st August, 2013), 
staff identified a total of 57 newly-admitted residents (experimental facility, n = 27; 
treatment as usual [TAU] facility, n = 30) who met inclusion criteria to take part in 
the study. All 57 of the newly-admitted residents identified by staff across 
experimental and TAU facility were approached by the researcher to take part in the 
study. Sixteen residents refused consent for reasons including ‘not wanting to help 
others because no-one helps them’, ‘being too busy’, and ‘feeling too depressed’.  
Forty-one residents provided consent to take part in the study and of those, 28 
individuals met inclusion criteria (thirteen residents were identified as having a 
cognitive impairment during follow-up MMSE assessment by the researcher). Of the 
28 residents who remained, 15 were recruited from the facility receiving the TAU 
condition and 13 were recruited from the facility receiving the experimental 
condition (ARC Transition Program; please refer Figure 7.2). 
Those residents who provided consent and scored at or above the threshold of 
24/30 on the MMSE, completed the pre-intervention battery (PWB, DASS-21 and 
STAXI-2 scales). A time and date to conduct Session 1 of the ARC Transition 
Program for the participants in the experimental condition was scheduled within a 
week. Session 2 was scheduled to be conducted one week after Session 1. At the 
conclusion of the second session, participants were asked to complete a feedback 
form including questions about their perception of the positives and negatives of the 
ARC Transition program and how they rate the helpfulness of the program (refer to 
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last page of Appendix K). A week after completion of Session 2, the post-
intervention battery (PWB, DASS-21 & STAXI-2 scales) was completed and the 
follow-up battery (PWB, DASS-21 & STAXI-2 scales) was completed 
approximately six weeks later (resulting in a 3-month follow-up period).  
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7.2. Process of resident recruitment 
 
The protocol for residents in the experimental condition was the same as 
residents in the TAU condition. The only difference being that the TAU group did 
not receive the ARC Transition Program. The schedule of outcome measures and 
ARC Transition Program sessions for residents from week 1 post-admission to week 
12 post-admission is shown in Table 7.1 (for a detailed description of the contents of 
each session, refer Chapter 6). 
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Table 7.1 
Program for Experimental and TAU conditions for Residents and Family Members 
 Experimental condition TAU condition 
Weeks 1 - 2 
Measures 
(MMSE, PWB scale, DASS-21, 
& STAXI-2) 
Measures 
(MMSE, PWB scale, DASS-21, 
& STAXI-2) 
Week 3 Session 1 TAU 
Week 4 Session 2 TAU 
Weeks 5 - 6 
Measures 
(PWB scale, DASS-21, & 
STAXI-2) 
Measures 
(PWB scale, DASS-21, & 
STAXI-2) 
Week 12 
Measures 
(PWB scale, DASS-21, & 
STAXI-2) 
Measures 
(PWB scale, DASS-21, & 
STAXI-2) 
Family members. 
Staff at each facility provided all potential family members (i.e., relatives of 
eligible newly-admitted residents) with an introduction letter informing them of the 
research. The introduction letter included the contact details of the research team in 
case they did not want to be called to discuss participation. A researcher contacted 
potential family members from the facility, informed them about the study and asked 
them to meet at the facility for further discussion if they were interested in 
participating in the study. A date and time was then made to meet the researcher at 
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the facility who provided them with a plain language statement (refer Appendix O) 
outlining the research purpose, benefits and risks, participation requirements, privacy 
and confidentiality procedures, right to revoke consent and the voluntary nature of 
participation. This included checking in about participants’ understanding of the 
study, the risks and benefits, and ensuring confidentiality from the facility staff, other 
residents or relatives. If participants could indicate their understanding of these 
issues by answering questions (for example, ‘can you withdraw consent at any time?’ 
or, ‘is the information we discuss available to facility staff?’) and remained interested 
in taking part in the study, the participant was asked to read the informed consent 
form (refer Appendix P) and sign it. The MMSE was not administered to family 
members as there was no evidence to suggest that they may have a cognitive 
impairment. 
Over an 11-month recruitment period (1st July, 2012 to 1st August, 2013), 
staff from each facility identified a total of 33 family members who met inclusion 
criteria to take part in the study. Of the 33 family members identified by facility staff, 
only 25 were able to be contacted to approach for participation. The reason for not 
being able to contact eight family members was that facility staff were unable to find 
accurate contact details for one family member and seven family members did not 
answer phone calls from the researcher. Fifteen family members then refused consent 
because they reported ‘not enough time whilst undertaking responsibility for their 
relative’s relocation’ and ‘not wanting to be part of research’. Ten family members 
provided consent to take part in the study. During the pre-intervention measures, one 
family member revoked their consent citing that ‘upon reflection he did not believe 
he had enough time to commit to the research’. The resulting nine family members 
had varied relationships with the newly-admitted residents and included seven 
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daughters and two sons. Overall, five family members participated in the TAU 
condition and four family members participated in the experimental condition (refer 
Figure 7.3). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7.3. Process of family member recruitment 
Those family members who provided consent, completed the pre-intervention 
battery (PWB, DASS-21 & STAXI-2 scales). An appointment was then made to 
conduct Session 1 of the ARC Transition Program at the facility within a week. 
Session 2 was scheduled to be conducted one week after Session 1. At the conclusion 
of the second session, participants were asked to complete a feedback form including 
questions about their perception of the positives and negatives of the ARC Transition 
program and how they rate the helpfulness of the program (refer to last page of 
Facility receiving 
TAU condition 
(n = 1) 
Family members 
meeting inclusion 
criteria as identified 
by facility staff  
(n = 15) 
Refused consent 
(n = 7) 
Recruitment 
Family members 
providing consent 
(n = 5) 
Facility receiving 
experimental 
condition 
(n = 1) 
Family members 
meeting inclusion 
criteria as identified 
by facility staff  
(n = 18) 
Family members 
approached 
(n = 13) 
Refused consent 
(n = 8) 
Family members 
providing consent 
(n = 5) 
Family members 
unable to be 
contacted 
(n = 3) 
Family members 
approached 
(n = 12) 
Family members 
unable to be 
contacted 
(n = 5) 
Family member 
revoking consent 
(n = 1) 
96 
 
Appendix L). A week after completion of Session 2, the post-intervention battery 
(PWB, DASS-21 & STAXI-2 scales) was completed and the follow-up battery 
(PWB, DASS-21 & STAXI-2 scales) was completed approximately six weeks later 
(resulting in a 3-month follow-up period).  
The protocol for family members in the experimental condition was the same 
as residents in the TAU condition. The only difference being that the TAU group did 
not receive the ARC Transition Program. The schedule of outcome measures and 
ARC Transition Program sessions for family members from week 1 post-admission 
to week 12 post-admission is shown in Table 7.1 (for a detailed description of the 
contents of each session, refer Chapter 6). 
Attrition. 
Attrition is common in randomised controlled trials (RCTs) due to collecting 
data over different time points (e.g., pre-intervention, post-intervention, and follow-
up; Miller & Hollist, 2007). High attrition rates can lead to a bias if data lost across 
time points are different between groups (Dumville, Torgerson, & Hewitt, 2006). 
Studies evaluating treatment effects within samples of older adults are especially 
vulnerable to attrition due to deteriorating health, relocation within health services 
and death (Feng, Silverstein, Giarrusso, McArdle, & Bengtson, 2006).  
Recommendations by Miller and Hollist (2007) to reduce attrition were put in 
place during the recruitment phase of this study. This involved (1) developing a 
strong tracking system to identify location and status of participants; (2) collecting 
detailed contact information about participants to increase the likelihood of locating 
them for subsequent assessments; and (3) keeping follow-up assessments brief. A 
tracking system was developed which was updated throughout the course of the 
study with names, resident room numbers, resident activity schedules, family 
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member phone numbers, and family member days of visitation. All tracking data 
were kept in locked storage. All participants were contacted or approached within a 
week of the follow-up assessment to remind them about the nature of the assessment 
and to inform them of how long it would take to complete (approximately 20 
minutes). 
No residents dropped out of the study and one family member revoked his 
consent whilst completing the pre-intervention assessment (refer Figure 7.3). This 
family member did not complete the pre-intervention assessment and decided to 
revoke his consent on item 21 of the PWB scale. Because this participant did not 
complete enough of the pre-intervention assessment to be able to meaningfully use 
this data, his revocation of consent is considered not to bias the results as his 
incomplete baseline data was excluded from analysis. Furthermore, his reason for 
revocation of consent is not random in that he reported that ‘upon reflection he did 
not believe he had enough time to commit to the research’. As a result, no attrition 
bias is detected within this sample (refer to Figure 7.3). 
Ethical considerations. 
Following ethical guidelines recommended by Reynolds and colleagues 
(2001) for incorporating TAU conditions in research designs, the following  steps 
were taken to ensure ethical obligations to participants were upheld. First, equivalent 
screening processes between experimental and TAU conditions were used (i.e., 
initial staff identification, completion of MMSE and English-proficiency as assessed 
by the researcher). Second, a preliminary assessment of what constitutes ‘usual 
treatment’ within the TAU condition is important to ensure that there is a reasonable 
and ethically acceptable standard against which to measure the effectiveness of the 
experimental treatment and to ensure the TAU condition does not receive inadequate 
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care which may result in harm (Reynolds et al., 2001). In the case of this study, usual 
treatment consisted of the staff providing a physical orientation to the facility and 
lifestyle coordinators proactively trying to engage newly-admitted residents in 
activities within the facility. Additionally, consultations with admissions staff were 
offered so as to overcome any challenges within the initial phase of transition. 
Consultations with admission staff addressed common issues such as questions about 
the provision of medication and visiting times. No formal support that specifically 
aimed to improve adjustment to the transition into aged care was available to 
residents or family members. This was deemed to be an appropriate level of care 
provided, so as to not put participants at risk of harm and an adequate treatment to 
compare to the experimental condition, as there were no components resembling 
those in the ARC Transition Program.  
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CHAPTER 8: RESIDENT RESULTS 
 This chapter presents results regarding participating residents’ characteristics 
at pre-test. All statistical analyses were conducted using SPSS version 21. 
Participant Characteristics at Pre-Test 
 Pre-test descriptive data for the total resident sample (N = 28) are presented in 
Table 8.1. The mean age for the experimental group was 83.27 years (SD = 6.10 
years; Range = 71.42 years to 92.33 years). The mean age for the TAU group was 
82.65 years (SD = 7.90 years; Range = 65.25 years to 92.93 years). The gender ratio 
between experimental and TAU groups were 69.20% females and 73.30% females 
respectively. The gender ratio and age distribution are typical of residents in age care 
facilities (AIHW, 2009). No significant differences were found at pre-test between 
men and women on PWB or emotional distress. Similarly, no significant differences 
were found between the experimental group and TAU group on MMSE scores. 
Participants’ mean PWB scores in the experimental and TAU group largely 
lay in the positive end of the continuum (9.00 to 31.50 = negative; 31.51 to 54.00 = 
positive), indicating well-being at pre-test. Mean scores on autonomy, environmental 
mastery, positive relations with others, purpose in life and self-acceptance were in 
the positive range. Mean scores on purpose in life were scored positively for the 
TAU group but slightly negatively for the experimental group. No ceiling effects 
were evident in the ranges of PWB domains for residents.  
According to criteria specified by Lovibond and Lovibond (1995b), 
experimental group scores for depression ranged between normal to moderate 
severity (Min = 1.00; Max = 17.00). TAU group scores for depression ranged 
between normal to mild severity (Min = 0.00; Max = 10.00). Experimental group 
scores for anxiety ranged between normal to moderate severity (Min = 0.00;  
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Max = 13.00). TAU group scores for anxiety were all within the normal range (Min = 
0.00; Max = 6.00). Experimental group scores on stress ranged between normal to 
mild severity (Min = 1.00; Max = 16.00). TAU group scores for stress were all within 
the normal range (Min = 0.00; Max = 9.00). According to percentile ranks specified 
by Spielberger (1999), experimental group scores on anger were within two standard 
deviations of normed percentile ranks for this age group (Min = 50.00; Max = 95.00). 
TAU group scores on anger within one standard deviation of the normed percentile 
ranks for this age group (Min = 50.00; Max = 80.00).  
Comparisons of Pre-Test Characteristics by Resident Groups 
To assess equivalence between resident groups at pre-test, continuous 
variables were compared using independent-samples t-tests. An alpha of p < .05 was 
used to detect significant group differences for variables. Effect sizes of significant 
group differences were calculated by using the formula Cohen’s d = (x̅e - x̅t) / Spooled, 
where x̅ = mean (average of experimental or TAU group) and S = standard deviation 
(Rosnow & Rosenthal, 1996). According to criteria specified by Cohen (1992), effect 
sizes are categorised as small (.21 - .49), medium (.50 - .79), and large (> .80). As 
indicated in Table 8.1, significant group differences were found at pre-test on 
personal growth, depression, stress and anger. A large significant difference on 
personal growth (d = .80) was observed between groups, with higher mean scores in 
the TAU group. A large significant difference on depression (d = .80) was observed 
between groups, with higher mean scores in the experimental group. A large 
significant difference on stress (d = .87) was observed between groups, with higher 
mean scores in the experimental group. A large significant difference on anger  
(d = .88) was observed between groups, with higher mean scores in the experimental 
group. Differences between personal growth, depression, stress, and anger were not  
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Table 8.1 
Comparison of Pre-test Characteristics by Resident Groups 
 Experimental 
group (n = 13) 
TAU group  
(n = 15) 
  
Continuous variables M (SD) M (SD) t (26) d 
Age in years 83.27 (6.10) 82.65 (7.90) -.23 .09 
Days between admission 
and pre-test 
8.15 (4.12) 9.80 (3.93) 1.08 -.42 
MMSE Scores 26.23 (1.83) 26.47 (1.73) .35 -.13 
Psychological wellbeing     
Autonomy 39.19 (6.56) 41.33 (7.39) .81 .31 
Environmental 
mastery   
32.08 (8.78) 34.47 (8.68) .72 .27 
Personal  
growth 
30.62 (6.93) 37.20 (9.29) 2.09* .80 
Positive  
relations 
with others 
43.43 (5.18) 40.87 (7.87) -1.03 -.37 
Purpose in life 31.15 (7.05) 30.73 (10.61) -.12 -.05 
Self- 
            acceptance 
40.45 (5.09) 41.33 (7.39) .42 .16 
*Significant difference between groups (p > .05) 
(table continues) 
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 Experimental 
group (n = 13) 
TAU group  
(n = 15) 
  
Continuous variables M (SD) M (SD) t (26) d 
Emotional distress 
    
Depressiona 7.92 (4.75) 4.60 (3.40) -2.15* -.80 
Anxietya 3.85 (4.16) 2.00 (2.33) -1.48 -.56 
Stressa 7.04 (4.84) 3.60 (2.72) -2.36* -.88 
Angera 72.69% (14.38%) 60.67% (11.48%) -2.42* -.89 
aLower scores on these measures indicate a more favourable outcome 
*Significant difference between groups (p > .05) 
 
considered to be due to confounders from the environment between resident groups 
as all participants at pre-test had only just been admitted. Rather, significant group 
differences were thought to potentially be due to pre-admission factors (for example, 
health decline, hospital discharge, relationship strain, or personality). Whilst such 
factors were not assessed, significant group differences at pre-test were not 
considered problematic to results as the hypotheses asked whether variables change 
at a different rate between groups over time. As such, the focus of results relate to the 
time x group interaction which is not influenced by significant differences at pre-test. 
Summary of Resident Characteristics 
According to pre-test descriptive data, the aged distribution and gender ratio 
are typical of residents in aged care. No gender differences were observed in PWB or 
emotional distress variables. Scores on the MMSE were similar between the 
experimental and TAU group. Participants largely scored on the positive continuum 
of PWB across groups. Differences were observed between experimental and TAU 
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group on purpose in life, depression, stress and anger at pre-test. However, these 
differences were not considered problematic.  
ARC Transition Program: Resident Results 
A four-step process was used to assess the effectiveness of the ARC 
Transition Program in improving adjustment for newly-admitted residents. First, pre-
test to post-test changes in PWB domains (autonomy, environmental mastery, 
personal growth, positive relations with others, purpose in life, and self-acceptance) 
were compared between participants who completed the ARC Transition program 
and those who received TAU. Second, pre-test to post-test changes in emotional 
distress (depression, anxiety, stress, and anger) were compared between participants 
who completed the ARC Transition Program and those who received TAU. Third, 
maintenance of any treatment gains in PWB from post-test to 3-month follow-up was 
assessed. Fourth, maintenance of any treatment gains in emotional distress from post-
test to 3-month follow-up was assessed. 
Effectiveness of ARC Transition Program at Post-test 
Two repeated-measures multivariate analyses of variance (MANOVAs) were 
conducted to compare changes in PWB and emotional distress from pre-test to post-
test respectively. All participants within the sample had provided pre-test and post-
test data, resulting in 13 participants in the experimental group and 15 participants in 
the TAU group. The significance level for each multivariate analysis was set at  
p < .05. 
Assumption testing. 
The dependent variables included in each repeated-measures MANOVA were 
screened for missing values, univariate and multivariate outliers, normality, linearity, 
multicollinearity, homogeneity of variance, and homogeneity of variance-covariance 
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matrices.  Assumptions were investigated among dependent variables at pre-test and 
post-test by group (experimental and TAU). Missing values were evident but were 
found to be missing completely at random (χ² = .00, df = 1069, p = 1.0). Expectation 
maximisation substitution was conducted to resolve the small amount of missing data 
identified. Univariate outliers were resolved by changing outlier scores to one unit 
larger or smaller than the next most extreme score in the distribution (Tabachnick & 
Fidell, 2007). No multivariate outliers were observed. The assumption of normality 
was violated for some domains, however, upon inspection of logarithm and  
square-root transformed variables non-normality was not significantly reduced. The 
distribution of dependent variables was not considered problematic as MANOVA is 
robust against violations to the assumption of normality (French, Poulsen, & Yu, 
2006). Linearity was satisfactory and no multicollinearity or singularity was 
observed. According to Levene’s test, homogeneity of variance could be assumed for 
all dependent variables except for positive relations with others and anger at pre-test 
and stress at post-test. Assessment of Box’s M revealed no violation of the 
assumption of homogeneity of variance-covariance matrices. Overall, while some 
caution is needed in interpreting domains which violated the assumption of 
homogeneity of variance, no serious violations of the assumptions of univariate or 
multivariate analysis were detected, and all data were retained.  
Pre-Test to Post-Test Changes 
 To investigate the first hypothesis, that newly-admitted residents who 
complete the ARC Transition Program will report a significantly greater 
improvement in PWB and a significantly greater reduction in emotional distress from 
pre-test to post-test than those who receive TAU, a repeated-measures MANOVA 
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was conducted. A separate MANOVA was conducted for PWB and emotional 
distress respectively, as these factors are conceptually different. 
Psychological wellbeing. 
Six dependent variables were included in the repeated-measures MANOVA: 
autonomy, environmental mastery, personal growth, positive relations with others, 
purpose in life, and self-acceptance. The repeated measures factor was time (pre-test 
to post-test). The means and standard deviations for each of the dependent variables 
at pre-test and post-test are presented in Table 8.2. 
Table 8.2 
Summary Scores for Residents Psychological Wellbeing at Pre-Test and Post-Test 
for the Experimental Group and the TAU Group 
 Experimental group 
 (n = 13) 
TAU group  
(n = 15) 
 
Dependent variables 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Autonomy 39.19 (6.56) 42.46 (4.54) 41.33 (7.39) 40.73 
(6.54) 
Environmental 
mastery   
32.08 (8.78) 38.08 (7.89) 34.47 (8.68) 36.99 
(11.34) 
Personal  
growth 
30.62 (6.93) 34.15 (7.48) 37.20 (9.29) 35.53 
(9.02) 
(table continues) 
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 Experimental group 
 (n = 13) 
TAU group  
(n = 15) 
 
Dependent variables 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Positive  
relations 
with others 
43.43 (5.18) 44.15 (6.22) 40.87 (7.87) 42.07 
(7.98) 
Purpose in life 31.15 (7.05) 33.85 (8.82) 30.73 (10.61) 33.41 
(7.34) 
Self- 
            acceptance 
40.45 (5.09) 43.08 (5.66) 41.33 (7.39) 38.23 
(8.50) 
 
The MANOVA for PWB revealed no significant interaction effect for group 
by time, F(6, 21) = 1.86, p = .15, η2 = .35, indicating that improvements in PWB was 
not significantly greater for the experimental group relative to the TAU group for 
residents. These findings do not support the first hypothesis. Further examination of 
univariate results was not conducted because no significant interaction effect was 
found. 
Emotional distress. 
Four dependent variables were included in the repeated-measures MANOVA: 
depression, anxiety, stress, and anger. The repeated measures factor was time (pre-
test to post-test). The means and standard deviations for each of the dependent 
variables at pre-test and post-test are presented in Table 8.3. 
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Table 8.3 
Summary Scores for Residents Emotional Distress at Pre-Test and Post-Test for the 
Experimental Group and the TAU Group 
 Experimental group 
 (n = 13) 
TAU group  
(n = 15) 
 
Dependent variables 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Pre-test 
M (SD) 
Post-test 
M (SD) 
Depressiona 7.92 (4.75) 3.62 (3.12) 4.60 (3.40) 4.4 (3.76) 
Anxietya   3.85 (4.16) 1.77 (1.24) 2.00 (2.33) 1.27 (1.28) 
Stressa 7.04 (4.84) 2.77 (1.96) 3.60 (2.72) 4.07 (3.58) 
Angera 72.69% 
(14.38%) 
62.31% 
(14.81%) 
60.67% 
(11.48%) 
59.00% 
(15.38%) 
aLower scores on these measures indicate a more favourable outcome 
Pillai’s Trace was used to assess interaction effects as it is robust against 
violations of homogeneity of variance. The MANOVA for emotional distress 
revealed a significant interaction effect for group by time, F(4, 23) = 5.41, p = .003, 
η2 = .49. Partially supporting the first hypothesis, the experimental group reported a 
significant reduction in emotional distress from pre-test to post-test compared to the 
TAU group for residents. When analysing univariate results for emotional distress, a 
significance level of p < .05 was used to compare changes over time between the 
experimental group and the TAU group. According to the univariate results, the 
experimental group compared to the TAU group reported a significantly greater 
reduction in depression F(1, 26) = 8.28, p = .008, η2 = .24, stress F(1, 26) = 15.27,  
p = .001, η2 = .37, and anger F(1, 26) = 5.86, p = .02, η2 = .18, from pre-test to  
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post-test. No significant group by time effects were detected for anxiety  
F(1, 26) = 1.49, p = .23, η2 = .05, indicating that reductions in anxiety were not 
significantly greater for the experimental group relative to the TAU group. 
Effectiveness of ARC Transition Program at 3-month Follow-up 
Two repeated-measures multivariate analyses of variance (MANOVAs) were 
conducted to compare changes in PWB and emotional distress from post-test to 3-
month follow-up for residents respectively. All participants within the sample had 
provided post-test and 3-month follow-up data, resulting in 13 participants in the 
experimental group and 15 participants in the TAU group. The significance level for 
each multivariate analysis was set at p < .05. 
Assumption testing. 
The dependent variables included in each repeated-measures MANOVA were 
screened for missing values, univariate and multivariate outliers, normality, linearity, 
multicollinearity, homogeneity of variance, and homogeneity of variance-covariance 
matrices.  Assumptions were investigated among dependent variables at post-test and 
3-month follow-up by group (experimental and TAU). Missing values were evident 
but were found to be missing completely at random (χ² = .00, df = 533, p = 1.0). 
Expectation maximisation substitution was conducted to resolve the small amount of 
missing data identified. Univariate outliers were resolved by changing outlier scores 
to one unit larger or smaller than the next most extreme score in the distribution 
(Tabachnick & Fidell, 2007). No multivariate outliers were observed. The 
assumption of normality was violated for some domains, however, upon inspection 
of logarithm and square-root transformed variables non-normality was not 
significantly reduced. The distribution of dependent variables was not considered 
problematic as MANOVA is robust against violations to the assumption of normality 
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(French et al., 2006). Linearity was satisfactory and no multicollinearity or 
singularity was observed. According to Levene’s test, homogeneity of variance could 
be assumed for all dependent variables except for stress at post-test and positive 
relations with others, depression and stress at 3-month follow-up. Assessment of 
Box’s M revealed no violation of the assumption of homogeneity of variance-
covariance matrices. Overall, while some caution is needed in interpreting domains 
which violated the assumption of homogeneity of variance, no serious violations of 
the assumptions of univariate or multivariate analysis were detected, and all data 
were retained.  
Post-Test to 3-month Follow-up Changes 
 To investigate the second hypothesis, that newly-admitted residents who 
complete the ARC Transition Program will report a significantly greater 
improvement in PWB and a significantly greater reduction in emotional distress from 
post-test to 3-month follow-up than those who receive TAU, a repeated-measures 
MANOVA was conducted. A separate MANOVA was conducted for PWB and 
emotional distress respectively, as these factors are conceptually different. 
Psychological wellbeing. 
Six dependent variables were included in the repeated-measures MANOVA: 
autonomy, environmental mastery, personal growth, positive relations with others, 
purpose in life, and self-acceptance. The repeated measures factor was time (post-test 
to 3-month follow-up). The means and standard deviations for each of the dependent 
variables at pre-test and post-test are presented in Table 8.4. 
Pillai’s Trace was used to assess interaction effects as it is robust against 
violations of homogeneity of variance. The MANOVA for PWB revealed no 
significant interaction effect for group by time, F(6, 21) = .21, p = .97, η2= .06. 
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Table 8.4 
Summary Scores for Residents Psychological Wellbeing at Post-Test and 3-month 
Follow-up for the Experimental Group and the TAU Group 
 Experimental group 
 (n = 13) 
TAU group  
(n = 15) 
 
Dependent variables 
Post-test 
M (SD) 
3-month 
follow-up 
M (SD) 
Post-test 
M (SD) 
3-month 
follow-up 
M (SD) 
Autonomy 42.46 (4.54) 44.85 (4.22) 40.73 (6.54) 42.13 
(4.64) 
Environmental 
mastery   
38.08 (7.89) 41.23 (7.17) 36.99 
(11.34) 
39.60 
(9.68) 
Personal  
growth 
34.15 (7.48) 35.69 (6.46) 35.53 (9.02) 38.00 
(9.28) 
Positive  
relations 
with others 
44.15 (6.22) 45.62 (5.74) 42.07 (7.98) 43.27 
(9.48) 
Purpose in life 33.85 (8.82) 33.38 (7.10) 33.41 (7.34) 33.13 
(9.66) 
Self- 
            acceptance 
43.08 (5.66) 45.00 (5.20) 38.23 (8.50) 40.93 
(7.61) 
Overall, the results of multivariate analysis indicate that no treatment gains were 
found between post-test and 3-month follow-up for residents. These findings do not 
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support the second hypothesis. Further examination of univariate results was not 
conducted because no significant interaction effect was found. 
Emotional distress. 
Four dependent variables were included in the repeated-measures MANOVA: 
depression, anxiety, stress, and anger. The repeated measures factor was time (post-
test to 3-month follow-up). The means and standard deviations for each of the 
dependent variables at pre-test and post-test are presented in Table 8.5. 
Table 8.5 
Summary Scores for Residents Emotional Distress at Post-Test and 3-month Follow-
up for the Experimental Group and the TAU Group 
 Experimental group 
 (n = 13) 
TAU group  
(n = 15) 
 
Dependent variables 
Post-test 
M (SD) 
3-month 
follow-up 
M (SD) 
Post-test 
M (SD) 
3-month 
follow-up 
M (SD) 
Depressiona 3.62 (3.12) .77 (1.17) 4.40 (3.76) 3.47 (2.83) 
Anxietya   1.77 (1.24) .94 (.65) 1.27 (1.28) 1.07 (1.16) 
Stressa 2.77 (1.96) 1.62 (1.33) 4.07 (3.58) 3.40 (3.29) 
Angera 62.31% 
(14.81%) 
52.69% 
(8.07%) 
59.00% 
(15.38%) 
51.00% 
(8.90%) 
aLower scores on these measures indicate a more favourable outcome 
Pillai’s Trace was used to assess interaction effects as it is robust against 
violations of homogeneity of variance. The MANOVA for emotional distress 
revealed no significant interaction effect for group by time F(4, 23) = 1.12, p = .37, 
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η2 = .16. Overall, the results of multivariate analysis indicated that treatment gains 
remained stable during the 3-month follow-up period for residents, thus partially 
supporting the second hypothesis.  
Qualitative Feedback Forms 
To explore participants’ responses to the ARC Transition Program and its 
perceived effectiveness, participants were asked to anonymously complete a 
qualitative feedback form and mail it back to the researcher. Of the 13 residents who 
received the program, three returned the qualitative feedback form. Narrative 
information was analysed by extracting themes from the resident’s responses 
regarding what they liked most and what they liked least about the program. Themes 
were verified by another researcher until a consensus was reached. In response to the 
question of what residents like most about the program, the themes that emerged 
were ‘an opportunity to reflect on the transition’ as well as ‘to discuss issues with 
someone who is interested in my experience’. In response to the question of what 
residents liked least about the program, all responses indicated that there was nothing 
that they disliked about participating in the program. All three participants rated the 
helpfulness of the program as a five on the 5-point likert scale, indicating that it was 
“Very helpful”. 
Summary of Results 
This chapter presented results from Study 2 regarding the effectiveness of the 
ARC Transition Program for improving PWB and reducing emotional distress for 
residents from pre-test to post-test and post-test to 3-month follow-up. The results 
were collected using a sample of newly-admitted residents from two separate aged 
care facilities. 
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It was expected that the experimental group would have a significantly 
greater improvement in PWB and a significantly greater reduction in emotional 
distress from pre-test to post-test than those who received TAU. The first hypothesis 
was not supported, as multivariate results showed no improvements in PWB from 
pre-test to post-test for the experimental group relative to the TAU group. Partial 
support for the first hypothesis was demonstrated by significant reductions in 
depression, stress, and anger for the experimental group compared to the TAU group. 
No significant reduction for anxiety from pre-test to post-test was found between 
groups.  
It was expected that the experimental group of residents would have a 
significantly greater improvement in PWB and a significantly greater reduction in 
emotional distress from post-test to 3-month follow-up than those who received 
TAU.  No improvements in PWB were seen in the experimental group compared to 
the TAU group. However, partial support for the second hypothesis was 
demonstrated in multivariate analysis indicating that treatment gains made from pre-
test to post-test in reducing depression, stress and anger remained stable at the 3-
month follow-up period. 
Results from the qualitative feedback forms indicated that the program was 
seen as an opportunity to reflect with someone who is interested in residents’ 
experiences. Residents indicated that there was nothing they disliked about 
participating in the program and all respondents rated it’s helpfulness as “Very 
helpful”, which was the highest on the 5-point Likert scale. Chapter 9 will describe 
pre-test characteristics as well as an evaluation of the effectiveness of the ARC 
Transition Program for family members. 
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CHAPTER 9: FAMILY MEMBER RESULTS 
This chapter presents results regarding participating family members’ 
characteristics at pre-test. All statistical analyses were conducted using SPSS version 
21. 
Participant Characteristics at Pre-Test 
Pre-test descriptive data for the total family member sample (N = 9) are 
presented in Table 9.1. Due to a non-normal distribution of the data, median scores 
are used in subsequent analyses as the best indicator of central tendency (Field, 
2012). The median age for the experimental group was 58.26 years (Range = 52.27 
years to 64.41 years). The median age for the TAU group was 60.04 years  
(Range = 56.67 years to 63.61 years). The gender ratio between experimental and 
TAU groups were 75.00% females and 80.00% females respectively. The gender 
ratio and age distribution are typical of family carers of relatives living in age care 
(AIHW, 2004). No significant differences were found at pre-test between men and 
women on PWB or emotional distress.  
Participants’ median PWB scores in the experimental and TAU group lay in 
the positive end of the continuum (9.00 to 31.50 = negative; 31.51 to  
54.00 = positive), indicating well-being across domains at pre-test for family 
members. Significantly high scores on personal growth, positive relations with others 
and purpose in life may be indicative of ceiling effects.  
According to criteria specified by Lovibond and Lovibond (1995b), 
experimental group scores were within normal range for depression (Min = .00;  
Max = 3.00) and anxiety (Min = .00; Max = 1.00). Similarly, TAU group scores were 
within normal range for depression (Min = .00; Max = 1.00) and anxiety (Min = .00; 
Max = 1.00). Such low scores indicate floor effects. Experimental group scores for 
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stress were within normal range (Min = 2.00; Max = 6.00). TAU group scores for 
stress were within normal range (Min = 4.00; Max = 7.00).  According to percentile 
ranks specified by Spielberger (1999), experimental group scores on anger ranged 
between within one standard deviation of the normed percentile ranks for this age 
group (Min = 50.00; Max = 80.00). TAU group scores on anger were within one 
standard deviation of the normed percentile ranks for this age group (Min = 50.00; 
Max = 70.00).  
Comparisons of Pre-Test Characteristics by Family Member Groups 
To assess equivalence between family member groups at pre-test, continuous 
variables were compared using Mann-Whitney U test. An alpha of p < .05 was used 
to detect significant group differences for each variable. Effect sizes of significant 
group differences were calculated by using the formula r = z / √ N, where z = z-score 
of test statistic and N = number of participants in the sample (Rosenthal, 1991). 
According to criteria specified by Cohen (1988), effect sizes are categorised as small 
(.10 - .29), medium (.30 - .49), large (.50 - .69) and very large (> .70). As indicated 
in Table 9.1, no significant group differences were found at pre-test on PWB or 
emotional distress domains.  
Summary of Family Member Characteristics 
According to pre-test descriptive data, the aged distribution and gender ratio 
are typical of family members of relatives living in aged care. No gender differences 
were observed in PWB or emotional distress variables. Participants largely scored on 
the positive continuum of PWB across groups. Ceiling effects were indicated within 
PWB domains and floor effects were evident in emotional distress domains. No  
differences in PWB or emotional distress were observed between groups at pre-test. 
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Table 9.1 
Comparison of Pre-test Characteristics by Family Member Groups 
 
Experimental 
group (n = 4) 
TAU group  
(n = 5) 
  
Continuous variables Mdn  Mdn  U r 
Age in years 58.26 60.04 8.00 -.16 
Days between admission 
and pre-test 
9.00 10.00 10.00 .00 
Psychological wellbeing     
Autonomy 43.50 40.00 10.50 .04 
Environmental 
mastery   
44.50 44.00 12.50 .21 
Personal  
growth 
46.00 47.00 12.00 .17 
Positive  
relations 
with others 
47.00 46.00 11.50 .12 
Purpose in life 47.50 50.00 10.00 .00 
Self- 
            acceptance 
39.00 38.00 11.50 .12 
Emotional distress 
    
Depressiona 1.00 .00 13.00 .27 
(table continues) 
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Experimental 
group (n = 4) 
TAU group  
(n = 5) 
  
Continuous variables Mdn  Mdn  U r 
Anxietya 
.00 .00 8.50 -.15 
Stressa 4.50 3.00 14.50 .37 
Angera 55.00% 50.00% 11.50 .14 
aLower scores on these measures indicate a more favourable outcome 
*Significant difference between groups (p > .05) 
ARC Transition Program: Family Member Results 
A four-step process was used to assess the effectiveness of the ARC 
Transition Program in improving adjustment for family members. First, pre-test to 
post-test changes on PWB domains were compared between participants who 
completed the ARC Transition Program and those who received TAU. Second,  
pre-test to post-test changes in emotional distress were compared between 
participants who completed the ARC Transition Program and those who received 
TAU. Third, post-test to 3-month follow-up changes on PWB domains were 
compared between participants who completed the ARC Transition Program and 
those who received TAU. Fourth, post-test to 3-month follow-up changes on 
emotional distress were compared between participants who completed the ARC 
Transition Program and those who received TAU.   
Effectiveness of ARC Transition Program at Post-test 
Mann-Whitney U tests were conducted to compare changes in PWB and 
emotional distress from pre-test to post-test. All participants within the sample had 
provided pre-test and post-test data, resulting in four participants in the experimental 
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group and five participants in the TAU group. The significance level for each 
analysis was set at p < .05. 
Assumption testing. 
The dependent variables were screened for missing values, univariate and 
multivariate outliers, normality, multicollinearity and singularity.  Assumptions were 
investigated among dependent variables at pre-test and post-test by group 
(experimental and TAU). No missing values, univariate outliers or multivariate 
outliers were observed. The assumption of normality was violated in the 
experimental group for anxiety and in the TAU group for personal growth, 
depression, anxiety and anger. Logarithm and square-root transformations of 
variables were conducted but did not significantly reduce non-normality. No 
multicollinearity or singularity was observed. The Mann-Whitney U-test was deemed 
to be the most appropriate alternative to an independent-samples T-test so as to 
reduce the impact of non-normality on such a small sample size (n = 9).  
Pre-Test to Post-Test Changes 
 To investigate the third hypothesis, that family members who complete the 
ARC Transition Program will report a significantly greater improvement in PWB and 
a significantly greater reduction in emotional distress from pre-test to post-test than 
those who receive TAU, PWB and emotional distress was analysed separately.  
Psychological wellbeing. 
A separate Mann-Whitney U test was conducted on the six dependent 
variables: autonomy, environmental mastery, personal growth, positive relations with 
others, purpose in life, and self-acceptance. The median, Mann-Whitney U test 
statistic and effect size for changes in each of the PWB dependent variables from 
pre-test to post-test are presented in Table 9.2.  
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Table 9.2 
Mann-Whitney U Test Comparing Experimental Group and the TAU Group on 
Psychological Wellbeing Domains at Post-test for Family Members 
 Experimental 
group (n = 4) 
TAU group 
(n = 5) 
  
 
Dependent variables 
Post-test 
Mdn 
Post-test 
Mdn 
 
U 
 
r 
Autonomy 47.00 39.00 15.50 .45 
Environmental 
mastery 
46.50 43.00 13.50 .29 
Personal 
growth 
48.50 48.00 13.00 .25 
Positive 
relations 
with others 
48.00 46.00 10.50 .04 
Purpose in life 50.00 42.00 17.00 .57 
Self- 
            acceptance 
41.00 39.00 12.00 .16 
*Significant difference between groups (p > .05) 
No significant differences between the experimental and TAU group were 
found on post-test scores for autonomy, environmental mastery, personal growth, 
positive relations with others, purpose in life or self-acceptance. These results 
indicate that improvements in PWB are not significantly greater for the experimental 
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group relative to the TAU group at post-test for family members. These findings do 
not support the third hypothesis. 
Emotional distress. 
A separate Mann-Whitney U test was conducted on the four emotional 
distress dependent variables: depression, anxiety, stress, and anger. The median, 
Mann-Whitney U test statistic and effect size for changes in each of the dependent 
variables from pre-test to post-test are presented in Table 9.3.  
Table 9.3 
Mann-Whitney U Test Comparing Experimental Group and the TAU Group on 
Emotional Distress Domains at Post-test for Family Members 
 Experimental 
group (n = 4) 
TAU group 
(n = 5) 
  
 
Dependent variables 
Post-test 
Mdn 
Post-test 
Mdn 
 
U 
 
r 
Depressiona .50 1.00 6.00 -.37 
Anxietya   .00 .00 8.00 -.30 
Stressa 3.00 4.00 8.00 -.17 
Angera 50.00% 55.00% 4.00 -.54 
aLower scores on these measures indicate a more favourable outcome 
*Significant difference between groups (p > .05) 
No significant differences between the experimental and TAU group were 
found on post-test scores for depression, anxiety, stress and anger. These results 
indicate that reductions in emotional distress are not significantly greater for the 
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experimental group relative to the TAU group at post-test for family members. These 
findings do not support the third hypothesis. 
Effectiveness of ARC Transition Program at 3-month Follow-up 
Mann-Whitney U tests were conducted to compare changes in PWB and 
emotional distress from post-test to 3-month follow-up for family members. All 
participants within the sample had provided post-test and 3-month follow-up data, 
resulting in four participants in the experimental group and five participants in the 
TAU group. The significance level for each analysis was set at p < .05. 
Assumption testing. 
The dependent variables were screened for missing values, univariate and 
multivariate outliers, normality, multicollinearity and singularity.  Assumptions were 
investigated among dependent variables at 3-month follow-up by group 
(experimental and TAU). No missing values, univariate outliers or multivariate 
outliers were observed. The assumption of normality was violated in the 
experimental group for self-acceptance and stress. Normality was violated in the 
TAU group depression and anger. Logarithm and square-root transformations of 
variables were conducted but did not significantly reduce non-normality. No 
multicollinearity or singularity was observed. The Mann-Whitney U-test was deemed 
to be the most appropriate alternative to an independent-samples T-test so as to 
reduce the impact of non-normality on such a small sample size (n = 9).  
Post-test to 3-month Follow-up Changes 
To investigate the fourth hypothesis, that family members who complete the 
ARC Transition Program will report a significantly greater improvement in PWB and 
a significantly greater reduction in emotional distress from post-test to 3-month 
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follow-up than those who receive TAU, each domain of PWB and emotional distress 
was analysed separately.  
Psychological wellbeing. 
A separate Mann-Whitney U test was conducted on the six dependent 
variables: autonomy, environmental mastery, personal growth, positive relations with 
others, purpose in life, and self-acceptance. The median, Mann-Whitney U test 
statistic and effect size for changes in each of the dependent variables from post-test 
to 3-month follow-up are presented in Table 9.4.  
Table 9.4 
Mann-Whitney U Test Comparing Experimental Group and the TAU Group on 
Psychological Wellbeing Domains at 3-month Follow-up for Family Members 
 Experimental 
group (n = 4) 
TAU group 
(n = 5) 
  
 
Dependent variables 
3-month 
follow-up 
Mdn 
3-month 
follow-up 
Mdn 
 
 
U 
 
 
r 
Autonomy 45.50 40.00 17.50 .63 
Environmental 
mastery 
50.00 46.00 18.00 .67 
Personal 
growth 
49.00 48.00 14.00 .33 
(table continues) 
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 Experimental 
group (n = 4) 
TAU group 
(n = 5) 
  
 
Dependent variables 
3-month 
follow-up 
Mdn 
3-month 
follow-up 
Mdn 
 
 
U 
 
 
r 
Positive 
relations 
with others 
49.00 46.00 13.50 .29 
Purpose in life 50.00 44.00 16.00 .49 
Self- 
            acceptance 
46.50 39.00 14.00 .33 
*Significant difference between groups (p > .05) 
No significant differences between the experimental and TAU group were 
found on 3-month follow-up scores for autonomy, environmental mastery, personal 
growth, positive relations with others, purpose in life or self-acceptance. These 
results indicate that improvements in PWB are not significantly greater for the 
experimental group relative to the TAU group at 3-month follow-up for family 
members. These findings do not support the fourth hypothesis. 
Emotional distress. 
A separate Mann-Whitney U test was conducted on the four dependent 
variables: depression, anxiety, stress, and anger. The median, Mann-Whitney U test 
statistic and effect size for each of the dependent variables at 3-month follow-up are 
presented in Table 9.5.  
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Table 9.5 
Mann-Whitney U Test Comparing Experimental Group and the TAU Group on 
Emotional Distress Domains at 3-month Follow-up for Family Members 
 Experimental 
group (n = 4) 
TAU group 
(n = 5) 
  
 
Dependent variables 
3-month 
Follow-up 
Mdn 
3-month 
Follow-up 
Mdn 
 
 
U 
 
 
r 
Depressiona .00 1.00 4.00 -.60 
Anxietya   .00 .00 10.00 .00 
Stressa 1.50 5.00 .00* -.82 
Angera 50.00% 50.00% 6.00 -.45 
aLower scores on these measures indicate a more favourable outcome 
*Significant difference between groups (p > .05) 
A significant difference between the experimental group (Mdn = 1.50) and 
TAU group (Mdn = 5.00) was found at 3-month follow-up on stress, U = .00, p = .02,  
r = -.82. This result demonstrates a very large reduction in stress in the experimental 
group relative to the TAU group at 3-month follow-up for family members. This 
lends partial support for the fourth hypothesis. No significant differences between the 
experimental and TAU group were found at 3-month follow-up for depression, 
anxiety, and anger. These results indicate that reductions in depression, anxiety, and 
anger are not significantly greater for the experimental group relative to the TAU 
group at 3-month follow-up. These findings do not support the fourth hypothesis. 
Qualitative Feedback Forms 
To explore participants’ responses to the ARC Transition Program and its 
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perceived effectiveness, participants were asked to anonymously complete a 
qualitative feedback form and mail it back to the researcher. Of the four family 
members who received the program, none returned the qualitative feedback form. As 
a result, no analysis could be conducted. 
Summary of Results 
This chapter presented results from Study 2 regarding the effectiveness of the 
ARC Transition Program for improving PWB and reducing emotional distress for 
family members from pre-test to post-test and post-test to 3-month follow-up. The 
results were collected using a sample of family members from two separate aged care 
facilities. 
It was expected that the experimental group of family members would have a 
significantly greater improvement in PWB and a significantly greater reduction in 
emotional distress from pre-test to post-test than those who received TAU. The third 
hypothesis was not supported, as the results showed no improvements in PWB or 
emotional distress from pre-test to post-test for the experimental group relative to the 
TAU group.  
It was expected that the experimental group of family members would have a 
significantly greater improvement in PWB and a significantly greater reduction in 
emotional distress from post-test to 3-month follow-up than those who received 
TAU.  Partial support for the fourth hypothesis was demonstrated by a significant 
reduction in stress from post-test to 3-month follow-up in the experimental group 
relative to the TAU group. No significant differences between the experimental and 
TAU group in PWB, depression, anxiety or anger were observed at 3-month  
follow-up.  
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No family members completed the qualitative feedback forms. As a result no 
analysis regarding family members’ responses and perceived helpfulness of the 
program could be conducted. Chapter 10 will provide a discussion about the 
effectiveness of the ARC Transition Program for residents and family members. 
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CHAPTER 10: DISCUSSION 
The admission into LTC is a stressful life event which can make older adults 
and family members vulnerable to negative impacts to PWB and emotional distress. 
This includes a deterioration in autonomy (Gass et al., 1992; Lee, 1999; Reuss et al., 
2005a; Walker et al., 2007), environmental mastery (Strang et al., 2006; Wilson, 
1997), personal growth (Gaugler & Holmes, 2003; Robichaud et al., 2006), positive 
relations with others (Ellis, 2010; Sidell, 1997; Wilson, 1997), purpose in life (Lundh 
et al., 2000; Marshall & Mackenzie, 2008), and self-acceptance (Iwasiw et al., 2003; 
Marshall & Mackenzie, 2008; Nay, 1995) which make up PWB, as well as increased 
depression (Achterberg et al., 2006; Choi et al., 2008; Iwasiw et al., 1996; Rosenthal 
& Dawson, 1991; Wilson, 1997), anxiety (Bagley et al., 2000; Manion & Rantz, 
1995; Schulz et al., 2004), stress (Hegner & Gerlach, 2007; Krause et al., 1999) and 
anger (Gaugler & Holmes, 2003; Mikhail, 1992; Reuss et al., 2005a) which makes up 
emotional distress. Fluctuations in these factors are conceptualized as aspects of 
adjustment (Bardi & Ryff, 2007). A significant increase of older persons requiring 
low-care LTC is predicted over the next forty years (Swan, 2010). This is 
problematic as research suggests that the needs and concerns of newly-admitted 
residents and their family members regarding the transition are being consistently 
overlooked (Access Economics, 2010). Research has recommended resources, 
education and orientation during this transition to aid adjustment for newly-admitted 
residents and their family members (Castle, 2001; Chen et al., 2007; Edwards et al., 
2003; Gaugler, 2005; Nolan & Dellasega, 1999; Woods et al., 2007). To date, there 
is a dearth of robust studies which utilize a psychosocial program to address these 
recommendations to aid adjustment during this stressful life event.  
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The aims of the research reported in this thesis were to evaluate the 
effectiveness of a psychosocial program to improve adjustment for newly-admitted 
residents and family members during the transition into low-care LTC. This research 
aimed to develop the program within a robust theoretical framework as well as being 
informed by an investigation into the experience of LTC transition of newly-admitted 
residents and their family members. Study 1 reported on qualitative research 
exploring newly-admitted residents and family members’ experience of the transition 
into LTC. Study 2 reported a RCT to examine the efficacy of the ARC Transition 
Program in improving adjustment for newly-admitted residents and their family 
members. 
Chapter Overview 
This chapter explores the experience of transition into LTC from the 
perspective of newly-admitted residents and their family members (Study 1). The 
development of the ARC Transition Program is then discussed in light of the 
qualitative data from Study 1, as well as evidence from past research and its 
theoretical foundations. The results regarding the efficacy of the ARC Transition 
Program on improving adjustment for newly-admitted residents and family members 
(Study 2) is discussed and compared to findings from past research. The implications 
for similar programs, the clinical implications of the results and limitations of the 
current research are also examined. This chapter will also discuss recommendations 
for future research in this field and suggestions to overcome barriers in recruitment, 
assessment and program implementation.   
Study 1 
The aim of this study was to explore the experience of transition into aged 
care from the perspective of low-care residents and their family members. Results are 
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based on analysis of interview data from 14 low-care LTC residents and 12 family 
members. The transition into aged care was experienced differently by residents and 
family members in the study.  
Residents. 
The predominant aspects of residents’ experience of the transition to aged 
care included safety and security, relief from burden, communication difficulties, 
poor environmental mastery, low autonomy, and loss. For residents, the focus of 
whether the transition was positive or negative was influenced by whether they felt 
that they had opportunities to personalise their environment, make valuable choices, 
whether they felt they were heard and whether they could process their loss. 
Adjustment to the LTC transition was improved by the ability to engage in 
aformentioned aspects positively, in conjunction with the view that they were safe 
and secure within their environment and were not a burden on relatives. 
Consistent with past research, autonomy, environmental mastery and loss was 
identified as a significant theme influencing adjustment for residents during the 
admission process (Iwasiw et al., 2003; Marshall & Mackenzie, 2008; Wilson, 1997). 
Reports of low autonomy, environmental mastery or loss from residents in this study 
may indicate that these residents have not adjusted to the transition into LTC. 
Communication difficulties have also been implicated within past research (Wilson, 
1997), however, has not been highlighted as a significant resident experience of the 
LTC transition. No previous research has identified resident safety and security as an 
important experience of the admission process. These findings highlight the need to 
implement an orientation process for residents that included information regarding 
locations, opportunities and routines, as well as a space to process difficult emotions 
and develop continuity between community and LTC living. 
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Family members. 
Family members described the experience of having a relative transition into 
aged care in terms of relief, guilt, acceptance over time, communication difficulties, 
relationship conflict and consolidation, and a lack of procedural knowledge. A 
complicating factor for family members was that they were attempting to resolve 
personal concerns and conflicts whilst also ensuring they protected the best interests 
of their relatives. While family members identified experiences of personal distress 
during the transition, they also reported a continuing sense of responsibility for the 
care of their relative which, at times, compromised their engagement in effective 
self-care. At an organizational level, many family members highlighted a lack of 
information about the facility’s policies and processes which contributed to 
individual stress. Effective communication with staff, adequate knowledge of facility 
processes, the ability to process distressing and conflicting emotions, and being able 
to continue positive relationships with family in the face of stress, were all important 
for family members’ effective adjustment to the aged care transition. 
Consistent with the current findings, past research has identified that family 
members have described a relief from being the primary carer (Lundh et al., 2000; 
Pearson et al., 2004; Reuss et al., 2005a; Rosenthal & Dawson, 1991). Similarly, 
feelings of relief were often met with conflicting feelings of guilt by family members 
(Pearson et al., 2004; Rosenthal & Dawson, 1991). Consistent with previous research 
(Lundh et al., 2000; Reuss et al., 2005a), communication difficulties between family 
members and staff was a significant challenge which led to confusion about 
processes at the facility. Relationship consolidation of family members’ relatives was 
shown to be an important source of support in the present and previous research 
(Reuss et al., 2005a). No previous research has clearly identified family members’ 
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experience of acceptance over time or lack of procedural knowledge as salient to the 
transition process. These findings highlight the need to ensure that family members 
obtain information about facility procedures, communication with staff, the changing 
role of family members, as well as an opportunity to process difficult emotions and 
develop self-care strategies. In this way, both staff and family members can work 
together to ease the resident’s transition into aged care. 
Development of the ARC Transition Program 
Existing research pertaining to psychosocial programs to aid adjustment 
during the transition into LTC have largely been atheoretical (Ferris, 1992; Price & 
Taylor, 1997) and unclear about the evidence informing the development of program 
components (Peak, 2000; Meléndez-Moral et al., 2013). To address these limitations 
in past research, the ARC Transition Program was informed by Bardi and Ryff’s 
(2007) theoretically-driven conceptualization of adjustment. Specifically, increased 
adjustment is conceptualized as a rise in PWB (i.e., purpose in life, personal growth, 
environmental mastery, self-acceptance, positive relations with others, and 
autonomy) and a reduction in emotional distress (i.e., depression, anxiety and anger). 
In contrast, maladjustment is conceptualized as a reduction in these areas of 
wellbeing and a rise in emotional distress. One adaptation to this conceptualization of 
adjustment was the inclusion of stress as an emotional distress factor since it has 
been shown to increase during the LTC transition (Gaugler & Holmes, 2003; Hegner 
& Gerlach, 2007; Krause et al., 1999; Thomasma et al., 1990; Townsend, 1990). 
Research has shown evidence for deterioration in purpose in life, environmental 
mastery, self-acceptance, positive relations with others, and autonomy, as well as an 
increase in rates of depression, anxiety, stress and anger after LTC admission for 
older persons (Achterberg et al., 2006; Hegner & Gerlach, 2007; Iwasiw et al., 1996; 
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Marshall & Mackenzie, 2008). Similarly, evidence supports the deterioration in 
personal growth, environmental mastery, positive relations with others, and 
autonomy as well as an increase in rates of depression, anxiety, stress and anger of a 
family member who has had a relative relocated into LTC (Gaugler & Holmes, 2003; 
Gaugler et al., 1999; Pearson et al., 2004). While there is a lack of evidence for the 
impact of LTC on some PWB factors, this is likely to be due to the lack of 
theoretically-driven research in this area. 
The results from Study 1 informed the development of the ARC Transition 
Program, by highlighting that the transition into LTC is a unique process for older 
persons and their family members. This led to the development of two separate and 
individualized programs for newly-admitted residents and family members. The 
results shaped the topics of each session for residents, which included discussion 
about the positive and negative aspects of transition, opportunities to engage in 
meaningful activity, increasing orientation, increasing communication within family 
and staff relationships, as well as developing some continuity between their previous 
home and living within LTC. The results also shaped family member session topics, 
such as increasing knowledge of the processes specific to the facility, increasing 
effective communication with staff, normalization and validation of complex 
emotions relating to the transition, creating a meaningful role within the LTC 
context, and self-care strategies.  
Evidence from past research was used to add further specificity about what 
issues within each topic may also need addressing, such as decisional-control relating 
to admission (Mikhail, 1992; Reinardy, 1995; Thomasma et al., 1990), legitimacy of 
admission (Chenitz, 1983; Nolan et al., 1996; Schneewind, 1990), facility routine 
(Brooke, 1987), staff hierarchy (Morgan & Zimmerman, 1990), significance of loss 
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(Kahn, 1990), processing conflicting emotions (Kellet, 1999; Penrod & Dellasega, 
2001), improving mood (Alexopoulos & Bruce, 2009) and acceptance of admission 
(Wilson, 1997). The individual format, structured manual and reflective aspect of 
note-taking were in-line with evidence-based practice and integrated into the 
program development to reduce attrition, improve replication, and increase 
reminiscence respectively (Burgio et al., 2001; Cuijpers, van Straten, & Warmerdam, 
2008; Thornton & Brotchie, 1987; Wong & Watt, 1991). 
The components of the ARC Transition Program for residents were broken up 
between two sessions. Session 1 components include; (1) The reasons why people 
moved to residential care, (2) Who made the decision to move into residential care, 
(3) Any losses experienced during the transition into residential care, (4) The positive 
of moving into residential care, and (5) The new opportunities available in residential 
care. In the week between Session 1 and Session 2, residents were asked to write 
down and reflect on ways in which they could create a feeling of home within 
residential care. Session 2 components include; (6) The routines within residential 
care, (7) The various locations and services within residential care, (8) Exploring the 
meaning of “Home”, and (9) Strategies to create the feeling of home within 
residential care (for more information refer to Appendix K). 
The components of the ARC Transition Program for family members were 
also separated between two sessions. Session 1 components include; (1) The reasons 
for the relative’s move into residential care, (2) The decision for the relative to move 
into residential care, (3) The emotions felt during the relative’s transition into 
residential care, and (4) The benefits to family members and relatives as a result of 
the move into residential care. In the week between Session 1 and Session 2, family 
members were asked to write down and reflect on the changes to their own lives after 
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their relative has moved. Session 2 components include; (5) The staff hierarchy and 
procedures in the facility, (6) Family member responsibilities with relatives prior to 
admission, (7) The new family member role within residential care, and (8) Self-care 
strategies (for more information refer to Appendix L). 
Study 2 – Resident Results 
Men and women in this resident sample were comparable on PWB and 
emotional distress at baseline. No significant differences regarding cognitive 
capacity were found between the experimental and TAU groups. While most mean 
PWB scores were at the positive end of the continuum and comparable between 
experimental and TAU groups, mean scores on purpose in life were negative in the 
experimental group compared to positive scores in the TAU group. Similarly, while 
mean emotional distress scores were within the normal range for both experimental 
and TAU groups, mean scores on depression, stress, and anger domains were more 
severe in the experimental group than the TAU group. Differences in depression 
rates between facilities are consistent with previous research examining the 
prevalence of depression in LTC (AIHW, 2013). PWB and emotional distress 
differences between experimental and TAU group were thought to be due to pre-
admission factors (for example, health decline, hospital discharge, relationship strain 
or personality). However, these differences did not impact the results, as the focus of 
analysis was on the fluctuations over time in the variables post-admission. 
The first hypothesis posited that newly-admitted residents who completed the 
ARC Transition Program would show a significantly greater improvement in PWB 
and a significantly greater reduction in emotional distress from pre-test to post-test 
than those who receive TAU. This hypothesis was partially supported, with the 
results indicating that provision of the ARC Transition Program led to no 
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improvement in PWB, but a reduction in emotional distress as compared to the TAU 
group from pre-test to post-test. Specifically, a significant reduction in depression, 
stress and anger was observed.  
The second hypothesis posited that newly-admitted residents who completed 
the ARC Transition Program would maintain a significantly greater improvement in 
PWB and a significantly greater reduction in emotional distress from post-test to 3-
month follow-up. This hypothesis was partially supported, with the follow-up results 
showing that residents provided with the ARC Transition Program demonstrated no 
improvement in PWB but did maintain the reduction in emotional distress observed 
at pre- to post-test assessment (i.e., reduction in depression, stress and anger). 
Thematic analysis of the qualitative feedback forms resulted in two themes; 
1) ‘An opportunity to reflect on the transition’, and; 2) ‘To discuss issues with 
someone who is interested in my experience’. Residents indicated that there was 
nothing that they disliked about participating in the program. All participants who 
completed the feedback forms rated the helpfulness of the program as a five on the 5-
point likert scale, indicating that it was “Very helpful”.  
Theory. 
These results are not consistent with the conceptualization of dynamic 
adjustment (Bardi & Ryff, 1997), with the experimental group demonstrating a 
reduction in emotional distress but no improvement in PWB after completing the 
ARC Transition Program. The theory of dynamic adjustment proposes that PWB and 
emotional distress are parallel processes. As such, in the context of adjustment, 
reductions in emotional distress should be met with some improvement in PWB, 
which was not the case. While longitudinal research has shown that PWB changes in 
response to stressful life events (Kling et al., 1997; Kwan et al., 2003) and 
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psychosocial interventions (Melendez-Moral et al., 2013), other research shows that 
PWB falls somewhere between being a state and trait factor (Ruini et al., 2003). In 
other words, PWB domains are dynamic, but are not sensitive to high levels of 
variability in a short period of time. This may account for the lack of PWB 
fluctuations in the experimental group over the 3-month time period of measurement.  
The reduction in depression, stress and anger symptoms as a result of the 
ARC Transition Program is consistent with the theory that a reduction in emotional 
distress is indicative of adjustment after the challenge of a stressful life event (i.e., 
LTC admission). However, the stability of low-severity anxiety symptoms over time 
in both experimental and TAU groups is at variance with this theory of adjustment.  
A closer look at the outcome measure, the DASS-21, is important to help 
explain this finding. The depression subscale of the DASS-21 measures dysphoric 
mood and hopelessness (typical of mood disorders); the anxiety subscale measures 
physical arousal, panic attacks and fear (typical of panic disorder); and the stress 
subscale measures tension, irritability, and hypersensitivity to stressful events 
(typical of generalized anxiety disorder; Gloster et al., 2008). While research 
indicates that subscales are distinct from each other, it has also been found that 
depression and stress scores commonly fluctuate in parallel, as seen in the results of 
the current study, as opposed to anxiety scores which more commonly fluctuate 
independently (Antony et al., 1998). Anxiety, within the context of the DASS-21, 
relates to panic-type symptoms which may not be a common experience of older 
persons entering into LTC. Furthermore, some items of the anxiety subscale measure 
somatic symptoms which may be unrelated to emotional experience (e.g., breathing 
difficulty or dryness of mouth; Golster et al., 2008). If scores on anxiety/somatic 
symptoms remain elevated across time due to health decline (which often precedes 
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admission), this may mask any fluctuation in anxiety symptoms. Further inspection 
of items revealed that the item “I was aware of dryness of my mouth” remained 
consistently one of the most elevated items for residents across time. It is likely that 
such a consistent item response contributes to the maintenance of elevated anxiety 
scores in many residents. However, dryness of the mouth may have been caused by 
medication side-effects rather than anxiety in these instances. This lends further 
evidence to the idea that anxiety/somatic symptom elevation may account for a lack 
of reduction in anxiety scores for those residents who received the ARC Transition 
Program compared to those that received TAU. 
Past research. 
The results of the current study are similar to findings by Melendez-Moral 
and colleagues (2013) which conducted an RCT to examine the efficacy of 
reminiscence group therapy to aid adjustment for newly-admitted residents. The 
results showed a significant decrease in depressive symptoms from pre- to post-test 
in residents who received the reminiscence group therapy compared to the TAU 
group. In contrast to the current findings, this study also saw a significant 
improvement in many PWB domains; self-acceptance, environmental mastery, 
positive relations with others, autonomy and purpose in life. Due to a lack of clarity 
in the amount of time after admission the pre- and post-outcome measures were 
administered and which Ryff scale were used, it is difficult to accurately interpret the 
disparity in results between these two studies. Specifically, it is difficult to tease out 
whether inconsistencies in PWB results are due to differences in the program, 
increased sensitivity of a particular Ryff scale, or the time needed to measure 
observable changes in PWB. Furthermore, the absence of reporting how many 
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participants were in the intervention versus the TAU group reduces capacity to 
critically evaluate the appropriateness of statistical analyses. 
The sample, design and measures used in Melendez-Moral and colleagues 
(2013) study are comparable with the current research, with 34 cognitively intact 
newly-admitted residents from two facilities recruited from a Westernized country 
(i.e., Spain), randomly allocated and assessed pre- to post-test with similar measures 
(i.e., MMSE, Geriatric Depression Scale, and Ryff Scale). However, the current 
research overcomes this study’s limitations by increasing transparency about exactly 
what measures were used, when they were administered, and how many participants 
were in each group.  
Study 2 – Family Member Results 
Men and women in this family member sample were comparable on PWB 
and emotional distress at baseline. Family member PWB scores at baseline were at 
the positive end of the continuum in both experimental and TAU groups. However, 
high scores on personal growth, positive relations with others and purpose in life 
indicated ceiling effects. Conversely, floor effects were evident in depression, 
anxiety and anger scores in both experimental and TAU groups. Stress scores were 
within the normal range of severity for experimental and TAU groups. Scores on 
PWB and emotional distress were comparable between groups at baseline. 
The third hypothesis posited that family members who completed the ARC 
Transition Program would show a significantly greater improvement in PWB and a 
significantly greater reduction in emotional distress from pre-test to post-test than 
those who receive TAU. This hypothesis was not supported, with the results 
indicating that provision of the ARC Transition Program led to no improvement in 
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PWB and no reduction in emotional distress as compared to the TAU group from 
pre-test to post-test.  
The fourth hypothesis posited that family members who completed the ARC 
Transition Program would show a significantly greater improvement in PWB and a 
significantly greater reduction in emotional distress from post-test to 3-month 
follow-up. This hypothesis was partially supported with the 3-month follow-up 
results indicating that provision of the ARC Transition Program led to no 
improvement in PWB but a significantly greater reduction in emotional distress as 
compared to the TAU group from post-test to 3-month follow-up (i.e., reduction in 
stress). 
No qualitative feedback forms were returned by family members. As a result, 
no analyses regarding family member’s responses and perceived helpfulness of the 
program could be conducted. 
Theory. 
These results are consistent with the conceptualization of dynamic adjustment 
(Bardi & Ryff, 2007), except for the reduction in stress seen at 3-month follow-up. 
Despite little variation in PWB or emotional distress over time, the stability occurred 
in parallel. According to the theory of dynamic adjustment, this indicates that the 
admission of a relative into LTC may not have significantly challenged PWB or 
increased emotional distress and, therefore, family members did not need to adjust. 
While this may conflict with research indicating deterioration in individual PWB 
domains (Gaugler & Holmes, 2003; Lichtenberg, 2006; Lundh et al., 2000; 
Rosenthal & Dawson, 1991; Russ, Dupuis, & Whitfield, 2005; Siddel, 1997; Strang 
et al., 2006) or emotional distress (Gaugler & Holmes, 2003; Paulson & Lichtenberg, 
2011; Pearson et al., 2004; Reuss et al., 2005a; Rosenthal & Dawson, 1991; 
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Whitlatch et al., 2001; Schultx et al., 2004; Townsend, 1990), it is nevertheless 
consistent with the theoretical underpinnings in which the ARC Transition Program 
was developed.  
A possible contributor to the stability of PWB, as mentioned previously, is a 
lack of sensitivity in the Ryff scale to pick up changes during the short transition 
period (i.e., admission to 3-months). Furthermore, ceiling effects on the domains of 
personal growth, positive relations with other and purpose in life could also have 
significantly restricted any variability in the positive direction, thus, reducing the 
likelihood of significant PWB improvements occurring over time as a result of the 
ARC Transition Program. While no clear explanation for these elevated scores can 
be offered, it is possible that family members did not recognize the independence of 
the research project and the facility organization and as a result provided what they 
perceived to be socially desirable responses. Another possible explanation is simply 
that a positively-skewed sample was recruited and a larger sample size would 
demonstrate a more normative distribution of scores. 
Similarly, floor effects in depression, anxiety and anger scores limited any 
further reductions which reduced any capacity for significant differences between 
experimental and TAU groups. The explanations described above are also relevant 
for floor effects in these scores. The reduction of stress at 3-month follow-up is a 
positive indicator that the ARC Transition Program is beneficial for family members. 
This finding suggests that practical program components, such as self-care strategies, 
were not only implemented by family members but also effective in reducing their 
experience of stress at follow-up. It is not surprising that no improvements in stress 
were seen at post-test, as post-test measures were conducted approximately one week 
after the self-care component of the second session. This may not have been enough 
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time for the implementation of self-care strategies to result in any observable 
reduction in stress. It is important to note, however, that family members receiving 
TAU were experiencing more severe stress symptoms over time, while those 
receiving the ARC Transition Program saw a significant reduction in stress. As stress 
can make individuals vulnerable to depression or anxiety, it is possible that provision 
of the ARC Transition Program could be used a preventative measure for family 
members to reduce the likelihood of longer-term depression and anxiety symptoms in 
response to the admission process shown in the literature (Gaugler & Holmes, 2003).  
Past research. 
Despite different outcome measures, results from a study by Peak (2000) 
found some similar findings. The study was a pre- to post-test evaluation of an  
8-week educational support group to aid adjustment for family members who had a 
relative recently admitted into LTC. The outcomes included subjective report of goal 
progress (e.g., manage LTC finances, have more meaningful visits, decrease stress, 
and manage depressed mood). The results showed that the proportion of family 
members reporting enjoyment during visitation increased and 76% of the sample 
reported they had made progress toward their goals, including stress reduction and 
management of depressed mood. Qualitative analysis indicated improved 
relationships between family members and their relatives, as well as reduced guilt 
regarding LTC admission (Peak, 2000). 
While these findings are encouraging and consistent with the reductions in 
stress observed in the current study, limitations weaken confidence in the results. The 
lack of standardized assessments to measure outcomes makes interpretation of the 
results problematic. It is hard to lend weight to the generalizability of these outcomes 
(i.e., improvements in relationships, meaningful visitation, depressive mood and 
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stress) toward similar outcomes in the current study (i.e., positive relations with 
others, purpose in life, depression and stress) as there is a lack of operationalization 
which is offered by validated measures. Furthermore, by not utilizing an 
experimental-control design it is difficult to reach any firm conclusions regarding 
cause and effect. The lack of any follow-up assessment also means that the longer 
term benefits of such a program are unknown. The current research overcomes this 
study’s limitations by implementing a RCT design, with strong theoretical 
underpinnings, and including standardized measures assessing pre-, post- and follow-
up outcomes.  
Implications of Findings for Similar Psychosocial Programs 
The current research conforms to recommendations for  
systematically-evaluated, theoretically-informed, and evidence-based programs in 
Australian LTC (Perry et al., 2011; Greenhalgh et al., 2004; Gallagher-Thompson & 
Coon, 2007). This means two important things for the ARC Transition Program and 
psychosocial adjustment programs more generally; (1) Program replicability and 
refinement, and (2) Development and distribution of evidence-based guidelines. 
First, while the findings show promising benefits for newly-admitted residents and 
family members, an important factor in deciding whether the benefits are robust and 
worthy of further distribution as a manualised program is whether these results stand 
up to further systematic evaluation. In doing so, ongoing refinement of program 
components may help to achieve increased adjustment for residents and family 
members. Second, to address the lack of evidence-based guidelines that are in 
practice in Australian LTC, the development and distribution of guidelines informed 
by this research is important. Such guidelines, may outline the potential vulnerability 
to emotional distress during the admission process and benefits of psychosocial 
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programs during this period. The distribution of these evidence-based guidelines 
ensure that the results have practical implications for the broader area of LTC in 
Australia. 
Clinical Implications 
The results of these findings could have significant clinical implications for 
LTC. Pending replicable results, the implementation of the ARC Transition Program 
may reduce the experience of emotional distress domains over time for residents and 
family members. This is not only beneficial for the individuals in the short-term, but 
it may also be preventative in not allowing emotional distress severity to increase to 
clinical levels. Furthermore, the ARC Transition Program has easy program delivery, 
minimal resource requirements, and achieves positive outcomes in a relatively short 
period of time, which is crucial within the context of LTC. As the ARC Transition 
Program is manualised, it minimises differences in program delivery which may lead 
to variations in outcomes. Furthermore, no specific qualifications or training are 
required to work through the program with residents or family members, which 
increases the number of individuals which can deliver the program. Due to the under-
resourced nature of LTC (Access Economics, 2010), this is important so any facility 
staff, relatives or volunteers can implement it. Minimal resources are required and 
program delivery has shown to be effective in resident’s rooms or a spare room 
within the facility. The comprehensive two-session structure of the ARC Transition 
Program also means that residents and family members do not have to commit 
substantial time during an already busy period. The fact that the booklet allows for 
participants to write their responses is vital so as to provide a resource to reflect on 
over a longer time period. This is an advantage over many previous programs which 
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utilized up to eight sessions to provide resources and strategies (Melendez-Moral et 
al., 2013; Peak, 2000). 
The residents and family members who participated in this study were 
experiencing mostly mild emotional distress. It is likely that those with a higher 
severity of distress did not volunteer to take part in this study due to the inherent 
behavioural challenges when distressed, such as increased isolation, avoidance and 
aggressive behaviour. Some evidence for this can be seen during the recruitment 
stage for residents. As mentioned previously (refer Chapter 7), 16 residents refused 
consent due to reasons including, ‘not wanting to help others because no-one helps 
them’ and ‘feeling too depressed’. While no objective mood assessment of these 
individuals took place, the reports of feeling unsupported and depressed provides 
some evidence that, in some cases, emotional distress was a barrier to participation. 
It is likely that these individuals experienced more severe emotional distress than the 
participating residents as indicated by their self-exclusion. Therefore, it is likely that 
the mild emotional distress shown in this sample are under-representative of the 
severity of emotional distress in the facilities. 
Despite the profile of mild emotional distress in most participants, the ARC 
Transition Program led to improvements. If this program were to be rolled out as a 
normal procedure for all newly-admitted residents and their family members, it 
would also be able to aid adjustment for those who are suffering with more severe 
distress. This may reduce the frequency or severity of behavioural challenges 
demonstrated whilst experiencing distress, such as isolation, avoidance, and 
aggressive behaviour, which contribute to difficulties in staff-resident relationships 
(Hollinger-Samson & Pearson, 2000), staff-family relationships (Pillemer et al., 
2003), and family-resident relations (Marguis, Freegard, & Hoogland, 2004) and can 
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negatively impact staff, family and resident satisfaction in LTC (Chou, Boldy & Lee, 
2003; Lee, 2010; Janzen, 2001).  Therefore, if this program was rolled out as normal 
procedure it has the potential to have a flow-on effect which would increase 
wellbeing for staff, family members as well as residents.  
Not only did the sample demonstrate only mild emotional distress, but family 
member results indicated good adjustment (i.e, high PWB and low emotional 
distress). This is surprising given the profile of maladjustment describing family 
members going through the transition process in the literature (Gaugler et al., 1999; 
Gaugler & Holmes, 2003; Lichtenberg, 2006; Lundh et al., 2000; Paulson & 
Lichtenberg, 2011; Pearson et al., 2004; Reuss et al., 2005a; Sidell, 1997; Strang et 
al., 2006; Whitlach et al., 2001). It is possible that these family members have 
already gone through a period of adjustment which started as an earlier process than 
residents. It may be indicative of a longer period of consideration about the 
appropriateness of relocation of their relative to LTC, thus partial adjustment may 
have been achieved by family members by the time of admission. If this is the case, 
it suggests that family members may require a program which targets their needs and 
concerns sometime in the pre-admission process. Alternatively, a stress-reduction 
program may be more appropriate for family members during the transition process. 
Without replication, a larger sample size, and pre-admission measures, delineating 
between whether these results occurred due to a unique characteristic of this sample 
or an earlier adjustment trajectory is difficult. 
The results from qualitative feedback forms also show that residents found 
the program to be extremely helpful, as indicated by the highest ratings of 
helpfulness in all responses. Furthermore, the themes that emerged described the 
positive aspects of the program as ‘an opportunity to reflect on the transition’ and ‘to 
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discuss issues with someone who is interested in my experience’. This is an 
important finding as research shows that a major problem about admission into LTC 
is not only that it is met with major distress (Achterberg et al., 2006; Hegner & 
Gerlach, 2007; Iwasiw et al., 1996; Marshall & Mackenzie, 2008) but that the 
resident’s distress and needs are overlooked (Access Economics, 2010). This 
combination of major distress and lack of support is problematic as it is likely to 
contribute to increased depression and other clinical disorders over time (Achterberg 
et al., 2006; Gaugler & Holmes, 2003; Pot et al., 2005). It is possible that the benefits 
of the ARC Transition Program may prevent these clinical disorders from developing 
by providing an early opportunity to process the distress, offering concrete strategies 
to aid adjustment and by providing understanding, normalization and validation of 
the admission experience. This will reduce the need for resource and interventions at 
a later date post-admission. While the results did not show any improvement in 
PWB, given the positive results of the qualitative feedback it is likely that quality of 
life increased and the admission experience was improved for those residents who 
participated in the ARC Transition Program. 
Stability of PWB seen in residents and family member results may indicate 
that a longer time-period is needed to see any wellbeing fluctuations in response to 
the LTC transition. While ceiling effects may have prevented some variation in the 
family member group, the fact that the PWB for residents and family members did 
not fluctuate at all lend support to the notion that a longer follow-up period may have 
been required. Alternatively, it is possible that the two-session structure is not 
enough to aid improvements in PWB. While the ARC Transition Program has a good 
foundation in regards to its strong theoretical framework and development, further 
sessions may be required to improve PWB outcomes. This is particularly the case in 
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residents, as the current findings showed a profile of lower PWB during the 
transition period as compared to family members. 
No other program has been developed like the ARC Transition Program, yet a 
significant proportion of the population will be admitted into LTC in the future 
(Swan, 2010). This program goes someway in reducing the distress experienced by 
residents and family members undergoing this stressful life event. 
Limitations 
The limitations for Study 1 include the use of only one time-point to collect 
reports of transition experience, reliance on retrospective recall of post-admission 
events and the limited number of facilities that participants were recruited from. The 
lack of qualitative data collected over time may have impacted the accuracy and 
reliability of the themes that emerged. The fact that only two facilities participated in 
the research may impact the generaliseability of these findings. 
The limitations for Study 2 included weaknesses in study design, facility and 
participant recruitment issues, low internal consistency of stress subscale of DASS-
21, assumption violations in analyses, and potential measurement issues. Prior to the 
implementation of Study 2, an analysis of current admission trends in low-care LTC 
in Victoria was conducted. The results indicated an intermittent pattern of admissions 
across facilities with a new resident admitted every two weeks on average. These 
findings, coupled with the geographically distant locations of Victorian facilities 
made recruitment from multiple individual facilities impractical due to lack of 
resources. By recruiting from facilities which had just built a new building or wing 
this barrier was addressed, however, other unique limitations were encountered with 
the different approach. In terms of study design, it meant that randomisation needed 
to occur at facility level rather than in a cluster design approach. Whilst a cluster 
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approach would have improved generaliseability and confidence in results, it also 
would have created a potential for treatment effects to be passed onto the TAU group 
(e.g., through direct communication or engagement of participants) thus reducing the 
capacity to examine cause-and-effect. Furthermore, due to the primary research 
conducting the assessments and ARC Transition Program no blinding could occur 
which is a threat to internal validity. 
Some ambiguity also resulted as to whether facilities with new wings or 
buildings are generaliseable to other LTC facilities. Specific experiences like new 
staff, higher staff morale, or a more modern environment may be more likely within 
facility wings or building which have only recently been built compared to already 
existing facilities, however, assessment of these variables was out of the scope of the 
current research. This may have introduced some sample bias, therefore, 
generaliseability of results should be taken with some caution. By focussing on 
facilities with new wings or buildings the recruitment pool of facilities was also 
significantly reduced. This resulted in only three suitable facilities being available 
within the state and two facilities agreeing to participate. Despite a high ratio 
between participant approach and consent, it still resulted in a small sample size for 
residents and family members. This negatively impacted the statistical power of 
analyses which may have contributed to the lack of improvements in wellbeing and 
some emotional distress domains.  
Reliability analysis showed “poor” internal consistency for the stress subscale 
(α ≥ .54) of the DASS-21. While internal consistency scores above ≥ 0.5 are 
considered to be acceptable, it reduces the confidence in results relating to stress for 
residents and family members. As a result, the treatment effects on stress should be 
interpreted with caution. 
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Assumption violations in the analyses of resident data is not significantly 
problematic, however, should be noted as a limitation. As such, interpretation of pre- 
to post- test changes in positive relations with others and anger for residents should 
be done with caution due to the violations of homogeneity of variance identified in 
assumption testing. Similarly, interpretation of post-test to 3-month follow-up 
changes in positive relations with others, depression and stress for residents should 
be done with caution due to the violations of homogeneity of variance identified in 
assumption testing (refer Chapter 8). 
In relation to measurement issues, the lack of any follow-up assessment after 
3-months limits the capacity for conclusions on any longer-term benefits of the 
program. Additionally, Study 2 did not measure whether the resident transition was a 
planned or unplanned admission. This is important, as this variable could have been 
used as a covariate in analyses as research indicates that this factor contributes to 
depression, anxiety and anger symptom severity and deterioration in PWB domains 
during the transition (Iwasiw et al., 1996; Wilson, 1997).   
Future Research 
Future research investigating the experience of transition for residents and 
family should include a variety of different facilities as well as implementing a 
stratified sampling method with longitudinal design. Over time, this would yield a 
larger sample size. This would also advance understanding of the transition 
experience over time as well as improve generaliseability of findings. 
Similarly, longitudinal research measuring adjustment pre-admission as well 
as long-term post-admission is needed to examine the impacts of psychosocial 
programs in improving adjustment over time. Specifically, it would highlight 
whether family members have a different adjustment trajectory to residents. It would 
150 
 
also demonstrate whether PWB fluctuations are observed in response to such 
programs over a longer period of assessment for residents and family members. 
Additionally, it may indicate whether the ARC Transition Program is a preventative 
measure in this context by indicating whether, without intervention, severity of stress 
continues to increase over time leading to further emotional distress. It is 
recommended that pre-admission factors (i.e., planned or unplanned admission, 
health and mood profiles) should also be examined so that these variables can be 
controlled for within analyses. Implementation and assessment of the benefits of 
psychosocial programs should also be examined in facilities which have not had the 
development of a new building or wing to see whether benefits are also seen in this 
context. The continuation of theoretically and empirically driven programs is also 
vital. As the results from Study 2 indicate, when programs are developed from such 
robust foundations even a few sessions can cause clinically relevant benefits. It is 
recommended that psychosocial programs follow a similar delivery pathway so that 
these programs can be implemented in a short period in an already under-resourced 
field. To maximize LTC facilities capacity for implementation, it is recommended 
that programs are clear, simple, and manualised so that they can be implemented by 
relatives, staff or volunteers.  
Conclusion 
In conclusion, an ageing population and a deterioration in quality of LTC 
services for residents and family members means that reducing the negative impacts 
of admission is becoming more relevant for Australia. This coupled with the fact that 
there is a lack of systematically-evaluated, theoretically-informed and  
evidence-based programs to aid adjustment during this stressful life event increases 
the need for attention in this area. The results of this research demonstrate that the 
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ARC Transition Program significantly reduces emotional distress for newly-admitted 
residents and their family members with minimal resources and within a relatively 
short time-period within the context of low-care LTC. The significant distress 
experienced by residents and family members during admission into LTC is a major 
problem and this program makes significant steps toward resolving this issue. This 
study overcame limitations of past research by informing the program development 
on a robust theoretical framework and evidence-base, utilizing a RCT design, 
utilizing validated outcome measures and assessing outcomes at pre-, post- and 3-
month follow-up. Replicability, refinement and guideline distribution are still 
needed, however, the efficacy of the ARC Transition Program is promising.  
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Appendix A 
Mini-Mental State Exam Form 
 
SMMSE – Response Form 
 
Instructions: Words in boldface type should be read aloud clearly and slowly to 
the examinee. Response time frames are underlined. Administration should be 
conducted privately. Begin by asking the following two questions: 
 
 
I’m going to ask you some questions and give you some problems to solve. Please 
try to answer as best as you can.  
 
 
Section 1. Orientation to time 
 
Allow 10 seconds for each reply. 
 
ITEM RESPONSE 
a.   What is the year?  
b.   What season is this?   
c.   What month of the year 
is this?  
 
d.   What is today’s date?   
e.   What day of the week is 
this?  
 
 
Section 2. Orientation to place 
Allow 10 seconds for each reply. 
ITEM RESPONSE 
a.   What country are we in?   
b.   What state are we in?  
c.   What city are we in?   
d.   What is the name of the 
place where you live? 
 
e.   What is your room 
number?       
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Section 3. Registration 
 
Listen carefully. I am going to say three words. You say them back after I stop. 
Ready?  
(Say the following words in 1 second intervals) 
 
Here they are…  
BELL (pause) TAR (pause) CAN  
 
Now repeat those words back to me. 
 
(RECORD INITIAL RESPONSE ONLY) 
 
Allow 20 seconds. 
 
ITEM RESPONSE 
   BELL  
   TAR   
   CAN  
 
Now keep these words in mind. I am going to ask you to say them again in a few 
minutes. 
 
If not all three items are repeated, repeat until they are learned (MAXIMUM 5 
RETRIALS) 
 
Please record the number of trials it took for the respondent to correctly register the three words:  
 
  
 
Section 4. Attention 
 
Could you please spell WORLD. 
 
If the examinee struggles, assist them to spell WORLD forwards.  
Make all attempts to have them correctly spell WORLD and do not proceed unless this 
is achieved.  
Was WORLD spelled forwards correctly □Yes □No 
If No, do not complete this section, go straight to Section 5. Recall 
 
  
177 
 
Now please spell WORLD backwards (record exact response) 
 
Allow 30 seconds. 
 
   D  
   L  
   R  
   O 
   W  
 
Section 5. Recall 
 
Now what were those three words I asked you to remember? (do not offer any 
hints) 
 
Allow 10 seconds.  
 
ITEM RESPONSE 
   BELL  
   TAR   
   CAN  
 
Section 6. Naming 
Record first response exactly 
 
Show pencil and ask person: 
 
What is this called? 
 
Allow 10 seconds. 
 
ITEM RESPONSE 
   Pencil  
 
Show keys and ask person: 
 
What are these called? 
 
Allow 10 seconds. 
 
ITEM RESPONSE 
   Keys  
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Section 7. Repetition 
 
Be careful to annunciate the following in a strong tone.  
I’d like you to repeat a phrase after me…. 
 
“NO IF’S, AND’S, OR BUT’S” 
Allow 10 seconds. 
 
ITEM RESPONSE 
 NO IF’S, AND’S, OR BUT’S   
 
Section 8. Comprehension 
 
Can I ask you, which is your dominant hand? (Record response)  
 
  
 
Listen carefully because I am going to ask you to do something.  
(Hold a piece of paper and say) 
Take this paper in your (NON-DOMINANT HAND),  
fold the paper in half once with both hands,  
and put the paper in your lap.  
 
(Hand over paper – place in front of examinee allowing them access to paper with 
both hands but not as to prompt which hand to take it with. Do not repeat instructions 
or coach.) 
 
Allow 30 seconds. 
 
Indicate in the box below with a CLEAR tick or cross.  
 
ITEM RESPONSE 
Takes paper in correct (non-
dominant) hand 
 
Folds it in half  
Puts it in their lap  
 
 
Section 9. Reading 
  
Please read this and do what it says. 
 
HOLD UP CARD THAT SAYS “CLOSE YOUR EYES” 
 
If person reads words but doesn’t do action say again ‘read the words on this page 
and then do what it says’ (maximum 3 times) 
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Allow 10 seconds. 
 
ITEM RESPONSE 
   Close your eyes  
 
Section 10. Writing 
 
Write any complete sentence on that piece of paper (if examinee does not respond, 
say write about the weather) 
 
If the examinee cannot write due to motor problems ask them to dictate a sentence 
and write it down for them. 
 
Allow 2 minutes 
 
ITEM RESPONSE 
   Written sentence IMPORTANT: Please write the examinees name on the 
response paper and attach paper with staples to the back 
of this booklet. 
 
Section 11. Drawing 
 
Are motor issues present that prevent the examinee from placing pen to paper? 
□ yes  □ No 
 
Copy this design please. 
Place pencil, design, eraser and paper in front of person first. Then place the design 
in front of the person 
 
Allow 1 minute.  
ITEM RESPONSE 
   Copy of diagram IMPORTANT: Please write the examinees name on the 
response paper and attach paper with staples to the back 
of this form 
 
 
 
 
Section 12. Level of consciousness assessment 
Assessment of level of consciousness (please circle) 
  
Alert/responsive    Drowsy    Stuporous Comatose/unresponsive 
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Appendix B 
ARC Transition Program – Older Person Interview 
 
1. Why do you think you were admitted to [Facility]? 
2. Would other family members hold these same beliefs as to why you were 
admitted to [Facility]? 
3. Who made the decision for you to be admitted into [Facility]? 
4. What was your experience like of being admitted into [Facility]? 
5. Were there any positive aspects of being admitted into [Facility]? 
6. Were there any negative aspects of being admitted into [Facility]? 
7. What were your expectations of living in aged care prior to moving in? 
8. Were those expectations met when you moved into [Facility]? 
9. What expectations, if any, were not met? 
10. How did you feel in the first week after admission into [Facility]? 
11. How did you feel one month after admission? How did you feel two months 
after admission? How did you feel three months after admission? How did 
you feel six months after admission? 
12. Did anything change over those time periods? 
13. Is there anything that you believe [Facility] could have done to ease your 
transition into residential care? 
14. Do you think your general functioning has altered since moving into aged 
care? 
15. Now that you are living at [Facility], is there anything you think that staff 
could do to improve your physical or mental functioning? 
16. Do you feel that you have opportunities to independently choose and engage 
in what you want to do? 
17. How do you feel within yourself living in aged care?  
18. Do you think this has changed since moving into aged care?  
19. What are your relationships like with other residents in [Facility]?  
20. What are your relationships like with your family members? 
21. What are your relationships like with your friends? 
22. Has the state of your relationships with family or friends changed since 
moving into [Facility]? 
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Appendix C 
ARC Transition Program – Family Member Interview 
 
1. Why do you think your relative was admitted to [Facility]? 
2. Would your relative hold these same beliefs as to why he or she was admitted 
to [Facility]? 
3. Who made the decision for your relative to be admitted into [Facility]? 
4. What was your experience like of having a relative admitted into [Facility]? 
5. Were there any positive aspects of having your relative admitted to 
[Facility]? 
6. Were there any negative aspects of having your relative admitted to 
[Facility]? 
7. What were your expectations of aged care prior to your relative being 
admitted? 
8. Were those expectations met? 
9. What expectations, if any, were not met? 
10. How did you feel in the first week after your relative was admitted into 
[Facility]? 
11. How did you feel one month after admission? How did you feel two months 
after admission? How did you feel three months after admission? How did 
you feel six months after admission? 
12. Did anything change over those time periods? 
13. Is there anything that you believe [Facility] could have done to improve your 
experience of having a relative move into residential care? 
14. Do you think your general functioning has altered since your relative moved 
into aged care? 
15. Do you feel that you have opportunities to independently choose and engage 
in what you want to do with your relative in [Facility]? 
16. What is your relationship like with your relative in aged care? 
17. What are your relationships like with other family members? 
18. Is this different from the state of your relationships prior to moving into 
[Facility]? 
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Appendix D 
Study 1 – Plain Language Statement for Residents 
 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Older persons who have transitioned into Aged Care 
 
Plain Language Statement  
 
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care.  
Principal Researcher: Professor Marita McCabe 
Student Researcher: Nathan Castle 
Associate Researcher(s): Dr Tanya Davison 
 
This information is for you to keep. If you have any questions about the information 
outlined in this Plain Language Statement please do not hesitate to ask the 
researchers responsible for this study. Further contact details are presented at the 
end of this paper. 
1. Your Consent 
You are invited to take part in this research project. 
This Plain Language Statement contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not you would like 
to take part in it. 
Please read this Plain Language Statement carefully. Once you understand what the 
project is about and if you agree to take part in it, you will be asked to sign the 
Consent Form. By signing the Consent Form, you indicate that you understand the 
information and that you give your consent to participate in the research. 
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Please find enclosed a copy of both the Plain Language Statement and Consent 
Form to keep as a record. 
2. Purpose and Background 
The researchers on this project are interested in understanding the experience of 
being admitted into residential aged-care from the perspective of older persons 
who have already been admitted into Australian aged-care facilities. Research 
indicates that the transition into residential aged care is a major life event, which 
can have significant effects on the emotions and wellbeing of newly-admitted older 
persons. This research aims to gain a deeper understanding of the positive and 
negative aspects of transitioning into residential aged care by interviewing a 
random sample of older persons about their experience of transitioning into aged 
care. By investigating these issues from older persons who have undergone the 
experience of admission into residential aged care, it is hoped that a program can 
be developed to address any needs or concerns that newly-admitted older persons 
may experience during future admissions. The goal is to increase adjustment for 
older persons being admitted into residential aged care so that the transition does 
not have a negative impact on older person’s emotions and wellbeing. 
3. What does the research involve? 
If you choose to participate in this study, a researcher by the name of Nathan Castle 
will conduct a one-on-one interview with you regarding your experiences of 
transitioning into residential aged care. The interview questions will focus on if 
there were any positive or negative effects that you experienced during the 
admission process, how you felt during the transition, and how you feel you 
adjusted to your new environment. Examples include: “What was your experience 
like of moving into residential aged-care?” and “What were your expectations of the 
facility prior to moving into residential aged-care?”. There will be set questions that 
the researcher will ask, however, there will also be time for you to express any 
particular aspects of the transition that were especially important to you. The 
interview will take approximately 30 minutes and the audio will be recorded for our 
records. Only one interview will be conducted and it will be done at a time and date 
suitable for you at the facility in which you reside. The information will help us to 
gain further understanding into the experience of transitioning into aged care from 
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the perspective of older persons. If you decide to say no there will be no 
consequences to yourself in any way. 
4. Possible benefits 
Possible benefits include an opportunity for researchers to greater understand the 
needs, concerns and benefits of transitioning into aged care from the perspective of 
older persons. Additionally, this information may shape the development of a 
program to help older persons adjust to the transition into residential care in a way 
that promotes wellbeing. This may lead to the transition process being experienced 
as less stressful for older persons being admitted into residential aged care in the 
future.  
5. Possible risks 
There are no known risks to any residents that participate in this research. If you 
experience any unforeseeable anxiety or discomfort in the process of this study you 
can withdraw at anytime by either informing the researchers or the Director of 
Nursing. Alternatively, if you would like counseling you can contact Lifeline on 13 11 
14, which is a company which offers phone counseling 24 hours, 7 days a week. 
6. Can you withdraw from this research? 
Participation in this research is entirely voluntary. If you do not wish to take part in 
this study you are not obliged to. If you agree to participate, please remember that 
you are free to withdraw at any time. Withdrawing from this research will in no way 
affect the care that you receive at this facility. 
7. Privacy and Confidentiality  
Any information gained in this study is strictly confidential and any information that 
identifies yourself, such as your name, will be replaced with a code. This is to ensure 
that any information will not be linked to specific persons participating in this 
research.  
Information obtained during the course of this study will be stored in locked 
cabinets (for paper copies or audio tapes) or on password accessible computers, for 
a minimum of six years. Access to this information will only be given to researchers 
involved in this project. After six years, the information will be deleted from the 
computer and audio tapes, and paper copies shredded. 
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In the event that this study is published, all information provided about individuals 
will be anonymous and unidentifiable. All measures will be taken to ensure 
maximum confidentiality and protection of privacy.  
In accordance with the Freedom of Information Act 1982 (Vic), you have the right to 
access and to request information held about you by Deakin University.  
8. Results 
If you would like to be informed of the combined research findings, please contact 
Nathan Castle on 0415 811 382. 
9. Further information or any concerns 
If you require further information or if 
you have any problems concerning 
this project, you can contact any of the 
following principal researchers: 
If you have any complaints about any 
aspect of the project, the way it is being 
conducted or any questions about your 
rights as a research participant, then 
you may contact: 
Mr. Nathan Castle (0415 811 382) 
Email: nfca@deakin.edu.au  
The Manager 
Office of Research Integrity 
Deakin University 
221 Burwood Highway, 
Burwood, Victoria, 3125 
Telephone: 9251 7129 
Facsimile: 9244 6581 
Email: research-ethics@deakin.edu.au 
*Please quote project number [HEAG-H 
105/2011]. 
Dr. Tanya Davison  
Email: tanya.davison@deakin.edu.au 
Prof. Marita McCabe (9244 6856) 
Email: marita.mccabe@deakin.edu.au 
If you have any further complaints about any aspect of the research, the way it is 
being conducted or any questions about your rights as a participant then you may 
contact Secretary HEAG-H, Dean's Office, Faculty of Health, Medicine, Nursing and 
Behavioural Sciences, 221 Burwood Hwy, Burwood, VIC 3125, Telephone: (03) 9251 
7174, Email: hmnbs-research@deakin.edu.au. Please quote project number [HEAG-
H 105/2011]. 
Thank you for your time in reading this information. If you wish to participate in our 
study, please complete the enclosed consent form.  
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Appendix E 
Study 1 – Consent Form for Residents 
 
 
 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Older persons who have transitioned into Aged Care 
 
Consent Form 
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care. 
Reference Number: HEAG-H 105/2011 
 
 
I have read, or have had read to me the Plain Language Statement, and I understand 
the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
 
 
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ……………………………………………………… Date ………………………… 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Potential participants – Older persons who have transitioned into Aged Care 
 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care. 
Reference Number: HEAG-H 105/2011 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University. 
 
Participant’s Name (printed) ……………………………………………………. 
Signature ………………………………………………………………. Date …………………… 
 
 
If you have provided consent and decide to withdraw from the project,  
please provide to Nathan Castle at the facility or mail this form to: 
 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
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Appendix F 
Study 1 – Plain Language Statement for Family Members 
 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO:  Potential participants – Relatives of persons who have transitioned into Aged 
Care 
 
Plain Language Statement  
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care.  
Principal Researcher: Professor Marita McCabe 
Student Researcher: Nathan Castle 
Associate Researcher(s): Dr Tanya Davison 
 
This information is for you to keep. If you have any questions about the information 
outlined in this Plain Language Statement please do not hesitate to ask the 
researchers responsible for this study. Further contact details are presented at the 
end of this paper. 
1. Your Consent 
You are invited to take part in this research project. 
This Plain Language Statement contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not you would like 
to take part in it. 
Please read this Plain Language Statement carefully. Once you understand what the 
project is about and if you agree to take part in it, you will be asked to sign the 
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Consent Form. By signing the Consent Form, you indicate that you understand the 
information and that you give your consent to participate in the research. 
Please find enclosed a copy of both the Plain Language Statement and Consent 
Form to keep as a record. 
2. Purpose and Background 
The researchers on this project are interested in understanding the experience of 
having a loved one admitted into residential aged-care from the perspective of 
family members of older persons who have been admitted. Research indicates that 
the transition of a loved one into residential aged care is a major life event for older 
persons as well as family members and that the needs of relatives can be 
overlooked during this time. Furthermore, this event can have significant effects on 
the emotions and wellbeing of family members of the newly-admitted older 
persons. This research aims to gain a deeper understanding of the positive and 
negative aspects of having a loved one transition into residential aged care by 
interviewing a random sample of resident’s family members about their experience 
of having a relative admitted into aged care. By investigating these issues from the 
perspective of family members of residents, it is hoped that a program can be 
developed to address any needs or concerns that family members of newly-
admitted older persons may experience during future admissions. The goal is to 
increase adjustment for family members of older persons being admitted into 
residential aged care so that the transition does not have a negative impact on 
relative’s emotions and wellbeing. 
3. What does the research involve? 
If you choose to participate in this study, a researcher by the name of Nathan Castle 
will conduct a one-on-one interview with you regarding your experiences of having 
a relative transition into residential aged care. The interview questions will focus on 
if there were any positive or negative effects that you experienced during the 
admission process, how you felt during the transition, and how you feel you 
adjusted to having your relative live in the new environment. Examples include: 
“What was your experience like of having a relative admitted into residential aged-
care?” and “What were your expectations of the facility prior to your relative being 
admitted?”. There will be set questions that the researcher will ask, however, there 
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will also be time for you to express any particular aspects of the transition process 
that were especially important to you. The interview will take approximately 30 
minutes and the audio will be recorded for our records. Only one interview will be 
conducted and it will be done at a time and date suitable for you at the facility in 
which your relative resides. The information will help us to gain further 
understanding into the experience of transitioning into aged care from the 
perspective of family members. If you decide to say no there will be no 
consequences to yourself in any way. 
4. Possible benefits 
Possible benefits include an opportunity for researchers to greater understand the 
needs, concerns and benefits of transitioning into aged care from the perspective of 
family members. Additionally, this information may shape the development of a 
program to help family members adjust to the process of having a relative transition 
into residential care. This may lead to the transition process being experienced as 
less stressful for family members of older persons being admitted into residential 
aged care in the future.  
5. Possible risks 
There are no known risks to any family members that participate in this research. If 
you experience any unforeseeable anxiety or discomfort in the process of this study 
you can withdraw at anytime by either informing the researchers or the Director of 
Nursing. Alternatively, if you would like counseling you can contact Lifeline on 13 11 
14, which is a company which offers phone counseling 24 hours, 7 days a week. 
6. Can you withdraw from this research? 
Participation in this research is entirely voluntary. If you do not wish to take part in 
this study you are not obliged to. If you agree to participate, please remember that 
you are free to withdraw at any time. Withdrawing from this research will in no way 
affect your relationship with facility staff or the care that your relative receives at 
this facility. 
7. Privacy and Confidentiality  
Any information gained in this study is strictly confidential and any information that 
identifies yourself, such as your name, will be replaced with a code. This is to ensure 
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that any information will not be linked to specific persons participating in this 
research.  
Information obtained during the course of this study will be stored in locked 
cabinets (for paper copies or audio tapes) or on password accessible computers, for 
a minimum of six years. Access to this information will only be given to researchers 
involved in this project. After six years, the information will be deleted from the 
computer and audio tapes, and paper copies shredded. 
In the event that this study is published, all information provided about individuals 
will be anonymous and unidentifiable. All measures will be taken to ensure 
maximum confidentiality and protection of privacy.  
In accordance with the Freedom of Information Act 1982 (Vic), you have the right to 
access and to request information held about you by Deakin University.  
8. Results 
If you would like to be informed of the combined research findings, please contact 
Nathan Castle on 0415 811 382. 
9. Further information or any concerns 
If you require further information or if 
you have any problems concerning 
this project, you can contact any of the 
following principal researchers: 
If you have any complaints about any 
aspect of the project, the way it is being 
conducted or any questions about your 
rights as a research participant, then 
you may contact: 
Mr. Nathan Castle (0415 811 382) 
Email: nfca@deakin.edu.au  
The Manager 
Office of Research Integrity 
Deakin University 
221 Burwood Highway, 
Burwood, Victoria, 3125 
Telephone: 9251 7129 
Facsimile: 9244 6581 
Email: research-ethics@deakin.edu.au 
*Please quote project number [HEAG-H 
105/2011]. 
Dr. Tanya Davison  
Email: tanya.davison@deakin.edu.au 
Prof. Marita McCabe (9244 6856) 
Email: marita.mccabe@deakin.edu.au 
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If you have any further complaints about any aspect of the research, the way it is 
being conducted or any questions about your rights as a participant then you may 
contact Secretary HEAG-H, Dean's Office, Faculty of Health, Medicine, Nursing and 
Behavioural Sciences, 221 Burwood Hwy, Burwood, VIC 3125, Telephone: (03) 9251 
7174, Email: hmnbs-research@deakin.edu.au. Please quote project number [HEAG-
H 105/2011]. 
 
Thank you for your time in reading this information. If you wish to participate in our 
study, please complete the enclosed consent form and mail back to Deakin 
University in the attached reply-paid envelope.  
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Appendix G 
Study 1 – Consent Form for Family Members 
 
 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Relatives of persons who have transitioned into Aged 
Care 
Consent Form 
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care. 
Reference Number: HEAG-H 105/2011 
 
I have read, or have had read to me the Plain Language Statement, and I understand 
the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ……………………………………………………… Date ………………………… 
Please mail this form to: 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Relatives of persons who have transitioned into Aged 
Care 
 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 4th November, 2011 
Full Project Title: Investigation into the needs and concerns of older persons and 
their family members during the transition process into aged care. 
Reference Number: HEAG-H 105/2011 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University. 
 
Participant’s Name (printed) ……………………………………………………. 
Signature ………………………………………………………………. Date …………………… 
 
 
If you have provided consent and decide to withdraw from the project,  
please mail this form to: 
 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
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Appendix H 
Psychological Well-being Questionnaire 
 
INSTRUCTIONS:  
The following set of questions deal with how you feel about yourself and your life. You are 
asked to indicate your agreement or disagreement with each statement. Please remember 
that there are no right or wrong answers.  
1 2 3 4 5 6 
 
Strongly 
disagree 
Disagree 
somewhat 
Disagree 
slightly  
Agree 
slightly 
Agree 
somewhat 
Strongly 
agree 
 
_________ 1. I am not afraid to voice my opinions, even when they are in opposition 
of most people  
_________ 2. My decisions are not usually influenced by what everyone else is 
doing 
_________ 3. I tend to worry about what other people think of me 
_________ 4. Being happy with myself is more important to me than having others 
approve of me 
_________ 5. I tend to be influenced by people with strong opinions 
_________ 6. I have confidence in my opinions, even if they are contrary to the 
general consensus 
_________ 7. It’s difficult for me to voice my own opinions on controversial matters 
_________ 8. I often change my mind about decisions if my friends or family 
disagree 
_________ 9. I judge myself by what I think is important, not by the values of what 
others think is important 
_________ 10. In general, I feel I am in charge of the situation in which I live 
_________ 11. The demands of everyday life often get me down 
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1 2 3 4 5 6 
 
Strongly 
disagree 
Disagree 
somewhat 
Disagree 
slightly  
Agree 
slightly 
Agree 
somewhat 
Strongly 
agree 
 
_________ 12. I do not fit very well with the people and the community around me  
_________ 13. I am quite good at managing the many responsibilities of my daily 
life 
_________ 14. I often feel overwhelmed by my responsibilities 
_________ 15. I generally do a good job of taking care of my personal finances and 
affairs 
_________ 16. I am good at juggling my time so that I can fit everything in that 
needs to get done 
_________ 17. I have difficulty arranging my life in a way that is satisfying to me 
_________ 18. I have been able to build a home and a lifestyle for myself that is 
much to my liking 
_________ 19. I am not interested in activities that will expand my horizons 
_________ 20. I don’t want to try new ways of doing things – my life is fine the way 
it is 
_________ 21. I think it is important to have new experiences that challenge how 
you think about yourself and the world 
_________ 22. When I think about it, I haven’t really improved much as a person 
over the years 
_________ 23. I have the sense that I have developed a lot as a person over time 
_________ 24. I do not enjoy being in new situations that require me to change my 
old familiar ways of doing things 
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1 2 3 4 5 6 
 
Strongly 
disagree 
Disagree 
somewhat 
Disagree 
slightly  
Agree 
slightly 
Agree 
somewhat 
Strongly 
agree 
 
_________ 25. For me, life has been a continuous process of learning, changing and 
growth 
_________ 26. I gave up trying to make big improvements or changes in my life a 
long time ago 
_________ 27. There is truth to the saying that you can’t teach an old dog new tricks 
_________ 28. Most people see me as loving and affectionate 
_________ 29. Maintaining close relationships has been difficult and frustrating for 
me 
_________ 30. I often feel lonely because I have few close friends with whom to 
share my concerns 
_________ 31. I enjoy personal and mutual conversations with family members or 
friends 
_________ 32. I don’t have many people who want to listen when I need to talk 
_________ 33. It seems to me that most other people have more friends than I do 
_________ 34. People would describe me as a giving person, willing to share my 
time with others 
_________ 35. I have not experienced many warm and trusting relationships with 
others 
_________ 36. I know that I can trust my friends, and they know they can trust me 
_________ 37. I live life one day at a time and don’t really think about the future 
_________ 38. I tend to focus on the present, because the future nearly always brings 
me problems 
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1 2 3 4 5 6 
 
Strongly 
disagree 
Disagree 
somewhat 
Disagree 
slightly  
Agree 
slightly 
Agree 
somewhat 
Strongly 
agree 
 
_________ 39. My daily activities often seem trivial and unimportant to me 
_________ 40. I don’t have a good sense of what it is I’m trying to accomplish in life   
_________ 41. I used to set goals for myself, but that now seems like a waste of time 
_________ 42. I enjoy making plans for the future and working to make them a 
reality 
_________ 43. I am an active person in carrying out the plans I set for myself 
_________ 44. Some people wander aimlessly through life, but I am not one of them  
_________ 45. I sometimes feel as if I’ve done all there is to do in life 
_________ 46. When I look at the story of my life, I am pleased with how things 
have turned out 
_________ 47. In general, I feel confident and positive about myself 
_________ 48. I feel like many of the people I know have gotten more out of life 
than I have 
_________ 49. I like most aspects of my personality 
_________ 50. I made some mistakes in the past, but I feel that all in all everything 
has worked out for the best 
_________ 51. In many ways, I feel disappointed about my achievements in life 
_________ 52. My attitude about myself is probably not as positive as most people 
feel about themselves 
_________ 53. The past had its ups and downs, but in general, I wouldn’t want to 
change it 
 
201 
 
1 2 3 4 5 6 
 
Strongly 
disagree 
Disagree 
somewhat 
Disagree 
slightly  
Agree 
slightly 
Agree 
somewhat 
Strongly 
agree 
 
_________ 54. When I compare myself to friends and acquaintances, it makes me 
feel good about who I am 
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Appendix I 
Depression, Anxiety & Stress (DASS) 21-item Questionnaire 
 
DAS S 21 Name:
 Date: 
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much 
the statement applied to you over the past week.  There are no right or wrong answers.  
Do not spend too much time on any statement. 
The rating scale is as follows: 
0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 
1 I found it hard to wind down 0      1      2      3 
2 I was aware of dryness of my mouth 0      1      2      3 
3 I couldn't seem to experience any positive feeling at all 0      1      2      3 
4 I experienced breathing difficulty (eg, excessively rapid 
breathing, breathlessness in the absence of physical 
exertion) 
0      1      2      3 
5 I found it difficult to work up the initiative to do things 0      1      2      3 
6 I tended to over-react to situations 0      1      2      3 
7 I experienced trembling (eg, in the hands) 0      1      2      3 
8 I felt that I was using a lot of nervous energy 0      1      2      3 
9 I was worried about situations in which I might panic and 
make 
a fool of myself 
0      1      2      3 
10 I felt that I had nothing to look forward to 0      1      2      3 
11 I found myself getting agitated 0      1      2      3 
12 I found it difficult to relax 0      1      2      3 
13 I felt down-hearted and blue 0      1      2      3 
14 I was intolerant of anything that kept me from getting on with 
what I was doing 
0      1      2      3 
15 I felt I was close to panic 0      1      2      3 
16 I was unable to become enthusiastic about anything 0      1      2      3 
17 I felt I wasn't worth much as a person 0      1      2      3 
18 I felt that I was rather touchy 0      1      2      3 
19 I was aware of the action of my heart in the absence of 
physical exertion (eg, sense of heart rate increase, heart 
missing a beat) 
0      1      2      3 
20 I felt scared without any good reason 0      1      2      3 
21 I felt that life was meaningless 0      1      2      3 
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Appendix J 
State-Trait Anger Expression Inventory-2 (STAXI-2), State-Anger Subscale 
 
INSTRUCTIONS:  
A number of statements that people use to describe themselves are given below. 
Read each statement and indicate your agreement or disagreement about how you 
feel right now. There are no right or wrong answers. Do not spend too much time on 
any one statement. Mark the answer that best describes your present feelings. 
1 2 3 4 
 
Not at all Somewhat Moderately so  Very much so 
 
_________ 1. I am furious 
_________ 2. I feel irritated 
_________ 3. I feel angry 
_________ 4. I feel like yelling at somebody 
_________ 5. I feel like breaking things 
_________ 6. I am mad 
_________ 7. I feel like banging on the table 
_________ 8. I feel like hitting someone 
_________ 9. I feel like swearing 
_________ 10. I feel annoyed 
_________ 11. I feel like kicking somebody 
_________ 12. I feel like cursing out loud  
_________ 13. I feel like screaming 
_________ 14. I feel like pounding somebody 
_________ 15. I feel like shouting out loud 
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Appendix K 
ARC Transition Program Manual for Residents 
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This is your book to keep. Feel free to write in it. 
 
 
 
 
 
 
 
This book belongs to:  
 
 
 
_____________________________________________________________  
(Name)  
 
 
________________________________________________  
(Date) 
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Introduction 
 
The transition into residential care is a unique experience for all individuals. 
Some people view the move as positive while other people view the move as 
negative. It is likely that the transition into residential care is experienced as either 
positive or negative or both depending on your unique situation and the knowledge 
you have about what residential care can offer you. The ARC Transition Program has 
been designed to help individuals in three ways: 
 
 
 
 
 
 
 
 
 
 
 
In our first meeting we will discuss how you came to residential care. 
Additionally, we will speak about the negatives and positives of residential care and 
the new opportunities that are available to you in the current setting. In our second 
meeting we will look at the residential facility in more detail and ensure you are 
orientated to where everything is in the facility, including locations such as meal and 
activity areas. During this second meeting we will also explore what can be done to 
create a new home here. 
  
AIM 
x To provide a place to discuss how you have experienced the 
transition into residential care. 
x To provide a place to speak about your current experience of 
living in residential care. 
x To increase wellbeing and improve adjustment 
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Meeting 1 
 
Topics for Today 
 
Today we will be discussing your experience of the transition into residential 
care. The reason we will be discussing these topics is so that you can have an 
opportunity to talk and reflect about your move into residential care as well as to 
explore any new opportunities which may be available to you. The goal of this 
program is to help people adjust to living in residential care. The topics we will be 
discussing today are: 
 
1. The reasons why people moved to residential care 
2. Who made the decision to move into residential care 
3. Any losses experienced during the transition into residential care 
4. The positives of moving into residential care 
5. The new opportunities available to you living in residential care 
 
If you have any questions or concerns, please do not hesitate to let me know.  
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Meeting 1 
 
1.1. There are a variety of reasons as to why individuals move into residential care. 
Often it is not only one reason that leads to the transition into residential care. For 
individuals to get the most out of living in residential care it is important that they 
have thought about the reasons that led to this transition.  
 
Please take a few minutes to write down the reasons why you have moved into 
residential care, and then we will discuss the various reasons. 
 
Lined page for participants to write responses 
 
 
1.2. The decision to move into residential care is a significant one the decision can be 
made by either one person or by several people. Often individuals work in 
collaboration with family or friends to make the decision, other times the decision is 
made by the person who is moving and in other instances the decision is made by a 
family member or friend.    
 
Please take a few minutes to write down the person or people who made the decision 
for you to move into residential care, and then we will discuss. 
 
Lined page for participants to write responses 
 
 
1.3. Have you felt a sense of loss about transitioning into residential care? Loss can 
be a difficult emotion to process and work through. One of the first steps towards 
working through loss is to identify if you have felt it and discussing how you are 
feeling with others. 
 
In what ways have you felt loss from transitioning into residential care from your 
previous residence? 
 
Please take a few minutes to write down some responses in this booklet, and then we 
will discuss any losses you have experienced. 
 
Lined page for participants to write responses 
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1.4 For many individuals, the transition into residential care has positives and new 
opportunities. 
 
Please take a few minutes to write down the positives of moving into residential care 
and the new opportunities available to you, and then we will discuss these 
experiences. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1.5. Within this meeting we have discussed your unique experiences of moving into 
residential care. We have spoken about the reasons for the move, the people who 
influenced the decision to move, feelings of loss felt during the transition, the things 
that are missed from home, as well as the positives of moving into residential care 
and the new opportunities that are available to you. 
 
For the next meeting we will be focusing on creating a new home in residential care. 
This will include orientating you to the lay-out and routine within residential care as 
well as what “home” means to you. With this information we will go onto discuss 
ways in which people can make progress to creating a new home. 
 
Before the next time I see you I would like you to consider ways in which you could 
make this place a new home. On the following page there is some space for you to 
write down any ideas you may have if you feel like doing so. 
 
Questions? 
 
 
Different Ways to Create a New Home 
 
 
Lined page for participants to write responses 
 
 
  
New Opportunities Available in Residential Care 
 
Lined page for participants to write responses 
The Positives of Moving into Residential Care 
 
Lined page for participants to write responses 
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Meeting 2 
 
Topics for Today 
 
Today we will be talking about the orientation of this facility and the routines within 
it. We will also be discussing what the word “Home” means to people and how we 
can use this meaning to create a new home within residential care. The topics we will 
be discussing today are: 
 
1. The routines of residential care 
2. The various locations within residential care 
3. The meaning of “Home” 
4. Strategies to create the feeling of home within residential care 
Last time we got together I asked you to consider ways in which we can make a new 
home living in residential care. For now we are going to leave that but will come 
back to that later.  
 
If you have any questions or concerns, please do not hesitate to let me know.  
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Meeting 2 
 
2.1. Moving into a new place can take time to adjust to, especially if you are not 
orientated to your new environment. This is especially true for living in residential 
care. Residential care often uses more of a routine than many individuals are used to. 
This routine is regimented so that staff can perform their duties on time whilst also 
providing care to residents. The routine includes times for meals, medications, 
showering, activities and visitation and is often an aspect of living in residential care 
that requires adjustment. 
 
The first step to adjusting to this change of living is to know how the routine works. 
Let us take some time to try and come up with the times for meals, medications, 
showering and visitation as well as what activities are available. Feel free to write 
these times in your booklet. 
 
Meal times: 
____________________________________________________________________________________________ 
 
Medication times: 
____________________________________________________________________________________________ 
 
Showering times: 
____________________________________________________________________________________________ 
 
Visitation times: 
____________________________________________________________________________________________ 
 
Available activities: 
____________________________________________________________________________________________ 
 
 
2.2. Another important aspect of being orientated to residential care is knowing the 
lay-out of the building. This includes knowing where nursing stations are, knowing 
where activities are held, knowing where meal areas are located and knowing where 
your room is in relation to the rest of the building. 
 
A map of the building will be provided to you to keep for future reference. Let us 
take a few minutes to talk about the areas in the map and to ensure you know the 
location of each area.  
 
 
Lined page for participants to write responses 
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For example: If photos on the walls makes you feel at home is it possible to have 
photos brought to your room?  
 
For example: If gardening is a routine which made you feel at home, is there an 
opportunity to engage in gardening activities living in residential care?  
 
2.3. The word “Home” and creating a home can mean different things to different 
people. For some, it is a place where they feel safe and comfortable. For other 
people, it is a place where personal possessions with a lot of meaning are kept (for 
example, photos or artwork). For many, it is a combination of a few different things. 
Please take a few minutes to write down what the word “Home” means to you. 
Afterwards we can discuss what home means to you.  
 
Lined page for participants to write responses 
 
What are ways in which we can create a home within residential care which is 
consistent with your meanings of “Home”?  
 
 
 
 
 
 
 
Lined page for participants to write responses 
 
2.4 By taking certain actions we can achieve the goal of making living in residential 
care consistent with our meaning of “Home”. Part of this is considering what 
activities you enjoyed previously and considering if you can take part in similar 
activities within residential care.  
 
 
 
 
 
 
Additionally, we have previously identified the positives and the new opportunities 
within residential care, are any of these new activities that are available of interest? 
Below is room for you to write down any activities that you would like to engage in 
which may help you create your own unique feeling of home while living in 
residential care. 
 
 
Lined page for participants to write responses 
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Otherwise, I look forward to seeing you here on 
 
(Date) _____________________________________________________________________________ 
 
to fill out the second round of questionnaires. 
2.5. Within this meeting we have discussed the routine in residential care and the lay-
out of the building. Additionally, we have talked about what “Home” means to each 
of you and ways in which you can create a home in residential care. 
 
Before we end today’s meeting could you please fill out the feedback sheet on the 
last page of your booklet. Once you have completed this feedback sheet can you 
please rip off that page and put it in the self-addressed envelope provided to be sent 
back to me at Deakin University. There is no need to provide your name on the 
feedback sheet as all information on this sheet is to remain anonymous. 
 
If you need to contact me regarding the study please use my email provided at the 
bottom of this page.  
 
 
 
 
 
 
 
 
 
 
 
 
Questions? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contact details:  
Nathan Castle 
nfca@deakin.edu.au 
Deakin University 
Deakin University 
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Feedback 
 
The aspect I liked most about the program was: 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
The aspect I like least about the program was: 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
 
On a scale from 1 to 5, I would rate the helpfulness of this program as (circle your 
response): 
 
Not at All 
Helpful 
Not Very 
Helpful 
Neutral Somewhat 
Helpful 
Very Helpful 
1 2 3 4 5 
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Appendix L 
ARC Transition Program Manual for Family Members 
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This is your book to keep. Feel free to write in it. 
 
 
 
 
 
 
 
This book belongs to: 
 
 
 
_____________________________________________________________ 
(Name) 
 
 
________________________________________________ 
(Date) 
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Introduction 
 
The transition into residential care is a unique experience for not only the 
older persons whom relocate but also for the family members. Some people view the 
move as positive while other people view the move as negative. It is likely that 
having a loved one transition into residential care is experienced as either positive or 
negative or both depending on your unique situation and the knowledge you have 
about what residential care can offer your relative. The ARC Transition Program has 
been designed to help individuals in three ways: 
 
 
 
 
 
 
 
 
 
 
 
 
In our first meeting we will discuss the experience of having a loved one 
move into residential care, including the decision to relocate, reasons why they 
moved, and the benefits to you because of this relocation.  
 
 
 
 
 
 
 
 
 
 
 
 
 
  
AIM 
x To provide a place to discuss how you have experienced the 
transition of a loved one into residential care. 
x To provide a place to speak about your current experience of 
having a loved one reside in residential care. 
x To increase wellbeing and improve adjustment 
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Meeting 1 
 
Topics for Today 
 
Today we will be discussing your experience of having a relative move into 
residential care. The reason we will be discussing these topics is so that you can have 
an avenue to think and talk about how your relative’s move into residential care has 
affected you and to provide you with the opportunity to reflect on this experience. 
The goal of which is to help you adjust to the new experience of having a relative 
living in residential care.  The topics we will be discussing today are: 
 
1. The emotions felt during your relative’s transition into residential care 
2. The decision for your relative’s move into residential care 
3. The reasons why your relative moved into residential care 
4. The benefits to yourself and your relative as a result of the move into residential 
care 
 
If you have any questions or concerns, please do not hesitate to let me know.  
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Meeting 1 
 
1.1. There are a variety of reasons as to why individuals move into residential care. 
Often it is not only one reason that leads to the transition into residential care. For 
family members especially the reasons as to why their relative moved into residential 
care are often considered for a long-time prior to the transition. To adjust to having a 
relative living in residential care it is important to understand the reasons why they 
are living in residential care to begin with. 
 
Please take a few minutes to write down the reasons why your relative has moved 
into residential care, and then we will discuss the various reasons. 
 
Lined page for participants to write responses 
 
 
1.2. The decision to move into residential care is a significant one that can be made 
by either one person or by several people. Often individuals work in collaboration 
with family members to make the decision, other times the decision is made by the 
person who is moving and in other instances the decision is made by a family 
member alone.  
   
Please take a few minutes to write down the person or people that made the decision 
for your relative to move into residential care, and then we will discuss this. 
 
Lined page for participants to write responses 
 
 
1.3. Having a relative move into residential care is a significant event which can 
evoke some conflicting or confronting emotions. Some of the emotions felt during 
this time can create further stress in an already demanding situation. This is 
particularly apparent when family members feel as if they are doing a lot of the work 
on their own. Even some of the positive emotions felt by family members can cause 
stress as individuals believe they shouldn’t be feeling any positive emotions during 
this demanding time. 
 
One way to work through these emotions and to decrease any negative impacts is to 
discuss them within a safe environment like this. Please take a few minutes to write 
down some positive and negative emotions that you have been feeling whilst your 
relative has transitioned into residential care, and then we can discuss. 
 
Lined page for participants to write responses 
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1.4. When a relative is making the transition, family members can become affected 
by the stress and negative emotions and so it is often difficult to see any benefits of a 
relative living in residential care. We have covered what the reasons are for your 
relatives to move into residential care but it is also important to recognise what 
benefits residential care offers your relatives and yourself. 
 
Please take a few minutes to write down the benefits of your relative moving into 
residential care for your relative as well as yourself. After this, responses will be 
discussed and the various benefits explored. 
 
Lined page for participants to write responses 
 
 
1.5. Within this meeting we have discussed the reasons why your relative has moved 
into residential care. We have also discussed who influenced the decision for your 
relative to move, the emotions you have felt in response to your relative moving and 
the benefits to yourself and your relative because of the transition into residential 
care.  
 
For the next meeting we will be focusing on which staff roles within the organisation 
are most helpful at which times. We will also discuss the importance of the family 
member role, caring for yourself during this demanding time and allowing yourself 
the time to ensure that your needs are being met within your own life. 
 
Before the next time I see you I would like you to think about the changes to your 
life now that your family member has moved. Are there any aspects of your life that 
will be different now that your relative is living in residential care? On the following 
page there is some space for you to write this information down if you feel like doing 
so. 
 
 
Questions? 
 
 
 
 
Life Changes since having a Relative Transition into Aged Care 
 
 
Lined page for participants to write responses 
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Meeting 2 
 
Topics for Today 
 
Today we will be talking about the staff structure here at the facility and which staff 
members are best to speak with in certain situations. We will also be discussing your 
relationship with your relative prior to admission, your role as a family member 
within the residential care context, and strategies you can use to care for yourself.  
 
5. The staff hierarchy in the facility 
6. Your responsibilities with your relative prior to admission 
7. Your new role within residential care 
8. Self-care 
Last time we got together I asked you to consider ways in which your life may be 
different now that your relative is living in residential care. For now we are going to 
leave that but will come back to it later in the meeting.  
 
If you have any questions or concerns, please do not hesitate to let me know.  
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Meeting 2 
 
2.1. An important part of adjusting to having a relative living in residential care is 
knowing what staff members are responsible for and which staff members are in the 
best position to help you. Knowing this information improves communication 
between family members and staff which can improve care for the residents. 
 
A document outlining the staff hierarchy is being provided and this is for you to 
keep. Please take a few minutes to understand the structure of staff in residential care 
and let me know if you have any questions. 
 
If we could now come up with three example issues that you may like to 
communicate with staff members. We will address each issue and decide which staff 
member/role would be most appropriate to help you.  
 
Lined page for participants to write responses 
 
 
2.2. Prior to older persons moving into residential care, there is usually a period of 
time in which family members take on responsibilities so as to care for their 
relative’s welfare and wellbeing. These responsibilities can be in the form of 
cleaning, cooking, visiting or a variety of other care tasks. Often performing these 
care tasks can take up time and resources, which can lead to family members giving 
less time to themselves.  
 
Please take a few minutes to write down any areas of your life which were given less 
time or attention because of the important responsibility of looking after a relative 
and then we will discuss. 
 
Lined page for participants to write responses 
 
 
2.3. Many family members are used to being a primary carer to their older relative, 
providing many different types of support. When a relative transitions into residential 
care, there can be a shift in family member’s roles which can be a challenge to adjust 
to. Knowing the role that a family member plays when a relative resides in 
residential care is important to this adjustment process. 
 
What are some roles that family members may play within the context of a relative 
living in residential care? Please take a few minutes to write down some family 
member roles in this booklet, and then we will discuss the different roles. 
 
 
Lined page for participants to write responses 
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2.4. During this meeting we have identified which levels of staff can be used as a 
resource for specific issues, areas in family members’ lives which are given less 
attention when caring for a relative, and how family member’s roles can change 
within the context of residential care. All this information is important to remember 
when considering family member self-care. Making time to care for yourselves 
improves wellbeing of family members but can also improve relationships with 
relatives in residential care. The reason for this is that if self-care is used, family 
members are in the best place to enact their roles and provide support within the 
context of residential care.  
 
Self-care not only includes taking time for yourself but also revitalising those areas 
in your life which have not been given as much attention prior to your relatives 
transitioning into residential care. 
 
Please take a few minutes to write down some self-care strategies in this booklet, and 
then we will discuss the different strategies. 
 
Lined page for participants to write responses 
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Otherwise, I look forward to seeing you here on 
 
(Date) _________________________________________________________________________________ 
 
to fill out the second round of questionnaires. 
 
2.5. Within this meeting we have discussed the structure of staff within residential 
care, area’s in which less time has been taken for family members, role changes 
when relatives transition into residential care, and the importance of family member 
self-care. 
 
Before we end today’s meeting could you please fill out the feedback sheet on the 
last page of your booklet. Once you have completed this feedback sheet can you 
please rip off that page and put it in the self-addressed envelope provided to be sent 
back to Deakin University. There is no need to provide your name on the feedback 
sheet as all information on this sheet is to remain anonymous. 
 
If you need to contact me regarding the study please use my email provided at the 
bottom of this page.  
 
 
 
 
 
 
 
 
 
 
 
 
Questions? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contact details:  
Nathan Castle 
nfca@deakin.edu.au 
Deakin University 
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Feedback 
 
The aspect I liked most about the program was: 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
The aspect I like least about the program was: 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
 
On a scale from 1 to 5, I would rate the helpfulness of this program as (circle your 
response): 
 
Not at All 
Helpful 
Not Very 
Helpful 
Neutral Somewhat 
Helpful 
Very Helpful 
1 2 3 4 5 
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Appendix M 
Study 2 - Plain Language Statement for Residents 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Older persons newly-admitted into Aged Care 
Plain Language Statement  
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program.  
Principal Researcher: Professor Marita McCabe 
Student Researcher: Nathan Castle 
Associate Researcher(s): Dr Tanya Davison 
 
 
This information is for you to keep. If you have any questions about the information 
outlined in this Plain Language Statement please do not hesitate to ask the 
researchers responsible for this study. Further contact details are presented at the 
end of this paper. 
1. Your Consent 
You are invited to take part in this research project. 
This Plain Language Statement contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not you would like 
to take part in it. 
Please read this Plain Language Statement carefully. Once you understand what the 
project is about and if you agree to take part in it, you will be asked to sign the 
Consent Form. By signing the Consent Form, you indicate that you understand the 
information and that you give your consent to participate in the research. 
Please find enclosed a copy of both the Plain Language Statement and Consent 
Form to keep as a record. 
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2. Purpose and Background 
In Australia, our aging population means that the number of older persons being 
admitted into residential aged care is increasing. The transition from independent 
living to residential accommodation is a stressful life event for older persons and 
their respective family members. This transition process can have negative impacts 
to wellbeing and can increase emotional distress, which can lead to difficulty in 
adjusting to the move.  
This study aims to implement and evaluate a program to decrease distress and 
increase adjustment and wellbeing, for both newly-admitted older persons and 
their family members. The program will provide participants with a booklet 
outlining common experiences of older persons and family members transitioning 
into residential care as well as resources which may be of benefit to participants. 
Additionally, it will offer two 60-minute group sessions to newly-admitted older 
persons and their family members. Participating older persons, will engage in 
sessions designed to facilitate discussion about the admission experience, costs and 
benefits of the admission process, the individual concerns of the participants, and 
ways in which to decrease the negative impacts of these concerns for newly-
admitted residents. By implementing such a program, it is hoped that healthier 
adjustment can be achieved for participants during the transition process as 
evidenced by the promotion of wellbeing and defense against increasing severity of 
emotional distress.  
3. What does the research involve? 
If you choose to participate in this study, a researcher by the name of Nathan Castle 
will ask to meet with you at the facility to answer any questions you may have 
remaining about the study. During this first meeting he will ask you a few general 
questions (e.g., your age, gender etc.) and ask you to complete a few activities (e.g., 
drawing diagrams, or repeating phrases). It is anticipated that this will take 
approximately 15-20 minutes. At this stage participating facilities will be assigned to 
receive either the experimental group/s (the group which will receive the 
adjustment program) or control group/s (the group which will not receive the 
adjustment program).  To do this, researchers will number the facilities and use a 
random number generator to decide which will be the experiment group and which 
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will be the control group (first number generated = experimental group; second 
number generated = control group). Participants from the experimental group and 
the control group will be asked to fill out questionnaires (example question: “I enjoy 
personal and mutual conversations with family and friends” – strongly agree to 
strongly disagree). It is important that there is both an experimental group and 
control group so that the researchers can compare the findings from the 
experimental group to the control group to understand whether the adjustment 
program results in better outcomes for newly-admitted residents and family 
members. 
On completion of the first meeting, the researcher will ask participants of the 
experimental group what days and times would be most suitable to meet and 
participate in the two sessions. At this time both the experimental and control 
groups will be provided with a questionnaire to fill out and provide back to the 
researcher. Shortly after, the researcher will contact participants in the 
experimental group to inform them of the dates and times that the sessions will be 
conducted. During the first session participants of the experimental group will be 
provided with a booklet which portrays common experiences of older persons who 
are transitioning into residential aged-care as well as resources which newly-
admitted residents may find beneficial (e.g., a map of the facility). The first session 
will involve sharing your experience of transitioning into residential 
accommodation, as well as the losses and opportunities unique to admission and 
how to create a new home in residential care. The aim of the second session is to 
work towards creating continuity between living in the community and living in 
residential care, including orientation to routines and locations within the facility. 
Sessions are on-on-one and will be conducted in a quiet room in the facility in 
which you live. Once the two sessions are complete participants from both the 
experimental and control groups will be given a second questionnaire to be filled 
out and given back to the researcher. A third questionnaire will be provided to both 
the experimental and control group participants 3-months after the program to be 
filled out and given back to the researcher. 
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4. Possible benefits 
It is expected that the adjustment program will provide a setting in which older 
persons are able to express and identify needs, concerns and goals which are 
important to these individuals. Furthermore, the booklet will provide information 
regarding common experiences felt by older persons during the transition process 
and resources which may be of benefit. The development of strategies to maintain 
a sense of continuity between the participant’s lives before and after admission to 
residential aged-care, in areas of concern such as relationships, activities they were 
engaged in and what they feel gave their lives meaning is expected to promote 
wellbeing and reduce distress. Gaining understanding of the effectiveness of this 
program in improving adjustment may be beneficial to further knowledge into what 
can be done to promote wellbeing and decrease emotional distress for newly-
admitted residents and family members undergoing the transition process. 
5. Possible risks 
There are no known risks to any residents that participate in this research. If you 
experience any unforeseeable anxiety or discomfort in the process of this study you 
can withdraw at anytime by either informing the researchers or the Director of 
Nursing. Alternatively, if you would like counseling you can contact Lifeline on 13 11 
14, which is a company which offers phone counseling 24 hours, 7 days a week. 
6. Can you withdraw from this research? 
Participation in this research is entirely voluntary. If you do not wish to take part in 
this study you are not obliged to. If you agree to participate, please remember that 
you are free to withdraw at any time. Withdrawing from this research will in no way 
affect the care that you receive at this facility. 
7. Privacy and Confidentiality  
Any information gained in this study is strictly confidential and any information that 
identifies yourself, such as your name, will be replaced with a code. This is to ensure 
that any information will not be linked to specific persons participating in this 
research.  
Information obtained during the course of this study will be stored in locked 
cabinets (for paper copies) or on password accessible computers, for a minimum of 
six years. Access to this information will only be given to researchers involved in this 
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project. After six years, the information will be deleted from the computer and 
audio tapes, and paper copies shredded. 
In the event that this study is published, all information provided about individuals 
will be anonymous and unidentifiable. All measures will be taken to ensure 
maximum confidentiality and protection of privacy.  
In accordance with the Freedom of Information Act 1982 (Vic), you have the right to 
access and to request information held about you by Deakin University.  
8. Results 
If you would like to be informed of the combined research findings, please contact 
Nathan Castle on 0415 811 382. 
9. Further information or any concerns 
If you require further information or if 
you have any problems concerning 
this project, you can contact any of the 
following principal researchers: 
If you have any complaints about any 
aspect of the project, the way it is being 
conducted or any questions about your 
rights as a research participant, then 
you may contact: 
Mr. Nathan Castle (0415 811 382) 
Email: nfca@deakin.edu.au  
The Manager 
Office of Research Integrity 
Deakin University 
221 Burwood Highway, 
Burwood, Victoria, 3125 
Telephone: 9251 7129 
Facsimile: 9244 6581 
Email: research-ethics@deakin.edu.au 
*Please quote project number [HEAG-H 
105/2011]. 
Dr. Tanya Davison  
Email: tanya.davison@deakin.edu.au 
Prof. Marita McCabe (9244 6856) 
Email: marita.mccabe@deakin.edu.au 
 
If you have any further complaints about any aspect of the research, the way it is 
being conducted or any questions about your rights as a participant then you may 
contact Secretary HEAG-H, Dean's Office, Faculty of Health, Medicine, Nursing and 
Behavioural Sciences, 221 Burwood Hwy, Burwood, VIC 3125, Telephone: (03) 9251 
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7174, Email: hmnbs-research@deakin.edu.au. Please quote project number [HEAG-
H 105/2011]. 
 
Thank you for your time in reading this information. If you wish to participate in our 
study, please complete the enclosed consent form. 
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Appendix N 
Study 2 - Consent Form for Residents 
 
 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Older persons newly-admitted into Aged Care 
Consent Form 
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program.  
Reference Number: HEAG-H 105/2011 
 
 
I have read, or have had read to me the Plain Language Statement, and I understand 
the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
 
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ……………………………………………………… Date ………………………… 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Older persons newly-admitted into Aged Care 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program. 
Reference Number: HEAG-H 105/2011 
 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University. 
 
 
Participant’s Name (printed) ……………………………………………………. 
Signature ………………………………………………………………. Date …………………… 
 
If you have provided consent and decide to withdraw from the project,  
please provide this to Nathan Castle or mail this form to: 
 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
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Appendix O 
Study 2 - Plain Language Statement for Family Members 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Family members of newly-admitted residents 
Plain Language Statement  
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program.  
Principal Researcher: Professor Marita McCabe 
Student Researcher: Nathan Castle 
Associate Researcher(s): Dr Tanya Davison 
 
 
This information is for you to keep. If you have any questions about the information 
outlined in this Plain Language Statement please do not hesitate to ask the 
researchers responsible for this study. Further contact details are presented at the 
end of this paper. 
1. Your Consent 
You are invited to take part in this research project. 
This Plain Language Statement contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not you would like 
to take part in it. 
Please read this Plain Language Statement carefully. Once you understand what the 
project is about and if you agree to take part in it, you will be asked to sign the 
Consent Form. By signing the Consent Form, you indicate that you understand the 
information and that you give your consent to participate in the research. 
Please find enclosed a copy of both the Plain Language Statement and Consent 
Form to keep as a record. 
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2. Purpose and Background 
In Australia, our aging population means that the number of older persons being 
admitted into residential aged care is increasing. The transition from independent 
living to residential accommodation is a stressful life event for older persons and 
their respective family members. This transition process can have negative impacts 
to wellbeing and can increase emotional distress, which can lead to difficulty in 
adjusting to the move.  
This study aims to implement and evaluate a program to decrease distress and 
increase adjustment and wellbeing, for both newly-admitted older persons and 
their family members. The ARC Transition Program will provide participants with a 
booklet outlining common experiences of older persons and family members 
transitioning into residential care as well as resources which may be of benefit to 
participants. Additionally, it will offer two 60-minute sessions to newly-admitted 
older persons and their family members. Participating family members, will be 
involved in one-on-one sessions conducted by a professional researcher which are 
designed to facilitate discussion about the admission experience,  costs and benefits 
of the admission process, the individual concerns of the participants, and ways in 
which to decrease the negative impacts of these concerns for family members. By 
implementing such a program, it is hoped that healthier adjustment can be 
achieved for family members during the transition process as evidenced by the 
promotion of wellbeing and defense against increasing severity of emotional 
distress.  
3. What does the research involve? 
If you choose to participate in this study, a researcher by the name of Nathan Castle 
will ask you to complete a questionnaire. It is anticipated that this will take 
approximately 20 minutes. At this stage you will be randomly assigned to receive 
either the experimental group/s (the group which will receive the adjustment 
program) or control group/s (the group which will not receive the adjustment 
program).  To do this, researchers will number the facilities and use a random 
number generator to decide which will be the experiment group and which will be 
the control group (first number generated = experimental group; second number 
generated = control group). Participants from the experimental group and the 
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control group will be asked to fill out questionnaires (example question: “I enjoy 
personal and mutual conversations with family and friends” – strongly agree to 
strongly disagree). It is important that there is both an experimental group and 
control group so that the researchers can compare the findings from the 
experimental group to the control group to understand whether the program 
results in better outcomes for newly-admitted residents and family members. 
After completion of the questionnaire a researcher will contact participants in the 
experimental group, to inform them of the dates and times that the sessions will be 
conducted. During the first session participants of the experimental group will be 
provided with a booklet which portrays common experiences of family members of 
loved-ones transitioning into residential aged-care, as well as resources which may 
be beneficial (e.g., information regarding staff roles and contact details). The first 
session will involve a discussion of the experience of the transition process, 
including any challenging emotional responses and how your life may change by 
having a relative in residential care. The aim of the second session is to improve 
communication with staff, to understand your role within the residential care 
context and to ensure you have appropriate strategies to self-care during the 
transition period. All sessions will be conducted in a quiet room in the facility in 
which newly-admitted relatives live. Once the two sessions are complete 
participants from both the experimental and control groups will be given a second 
questionnaire to be filled out and given back to the researcher. A third 
questionnaire will be provided to both the experimental and control group 
participants 3-months after the program to be filled out and given back to the 
researcher. 
4. Possible benefits 
It is expected that the adjustment program will provide a setting in which family 
members are able to express and identify needs, concerns and goals which are 
important to these individuals. Furthermore, the booklet will provide information 
regarding common experiences felt by family members during the transition 
process and resources which may be of benefit. The development of self-care 
strategies and information about which staff are most appropriate for their specific 
support needs is expected to increase adjustment and wellbeing. Gaining 
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understanding of the benefits of this program in improving adjustment may also 
further knowledge into what can be done to promote adjustment and wellbeing for 
newly-admitted residents and family members undergoing the transition process. 
5. Possible risks 
There are no known risks to any family members that participate in this research. If 
you experience any unforeseeable anxiety or discomfort in the process of this study 
you can withdraw at anytime by either informing the researchers or the Director of 
Nursing. Alternatively, if you would like counseling you can contact Lifeline on 13 11 
14, which is a company which offers phone counseling 24 hours, 7 days a week. 
6. Can you withdraw from this research? 
Participation in this research is entirely voluntary. If you do not wish to take part in 
this study you are not obliged to. If you agree to participate, please remember that 
you are free to withdraw at any time. Withdrawing from this research will in no way 
affect the care that your relative receives at this facility. 
7. Privacy and Confidentiality  
Any information gained in this study is strictly confidential and any information that 
identifies yourself, such as your name, will be replaced with a code. This is to ensure 
that any information will not be linked to specific persons participating in this 
research.  
Information obtained during the course of this study will be stored in locked 
cabinets (for paper copies) or on password accessible computers, for a minimum of 
six years. Access to this information will only be given to researchers involved in this 
project. After six years, the information will be deleted from the computer and 
audio tapes, and paper copies shredded. 
In the event that this study is published, all information provided about individuals 
will be anonymous and unidentifiable. All measures will be taken to ensure 
maximum confidentiality and protection of privacy.  
In accordance with the Freedom of Information Act 1982 (Vic), you have the right to 
access and to request information held about you by Deakin University.  
8. Results 
If you would like to be informed of the combined research findings, please contact 
Nathan Castle on 0415 811 382. 
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9. Further information or any concerns 
If you require further information or if 
you have any problems concerning 
this project, you can contact any of the 
following principal researchers: 
If you have any complaints about any 
aspect of the project, the way it is being 
conducted or any questions about your 
rights as a research participant, then 
you may contact: 
Mr. Nathan Castle (0415 811 382) 
Email: nfca@deakin.edu.au  
The Manager 
Office of Research Integrity 
Deakin University 
221 Burwood Highway, 
Burwood, Victoria, 3125 
Telephone: 9251 7129 
Facsimile: 9244 6581 
Email: research-ethics@deakin.edu.au 
*Please quote project number [HEAG-H 
105/2011]. 
Dr. Tanya Davison  
Email: tanya.davison@deakin.edu.au 
Prof. Marita McCabe (9244 6856) 
Email: marita.mccabe@deakin.edu.au 
 
If you have any further complaints about any aspect of the research, the way it is 
being conducted or any questions about your rights as a participant then you may 
contact Secretary HEAG-H, Dean's Office, Faculty of Health, Medicine, Nursing and 
Behavioural Sciences, 221 Burwood Hwy, Burwood, VIC 3125, Telephone: (03) 9251 
7174, Email: hmnbs-research@deakin.edu.au. Please quote project number [HEAG-
H 105/2011]. 
 
Thank you for your time in reading this information. If you wish to participate in our 
study, please complete the enclosed consent form and mail back to Deakin 
University in the attached reply-paid envelope.  
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Appendix P 
Study 2 - Consent Forms for Family Members 
 
 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Family members of newly-admitted residents 
Consent Form 
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program.  
Reference Number: HEAG-H 105/2011 
 
 
I have read, or have had read to me the Plain Language Statement, and I understand 
the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ……………………………………………………… Date ………………………… 
Please mail this form to: 
 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Potential participants – Family members of newly-admitted residents 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 1st July, 2012 
Full Project Title: Adjustment into Residential Care (ARC) Transition Program. 
Reference Number: HEAG-H 105/2011 
 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University. 
 
Participant’s Name (printed) ……………………………………………………. 
Signature ………………………………………………………………. Date …………………… 
 
If you have provided consent and decide to withdraw from the project,  
please mail this form to: 
 
Nathan Castle, 
Deakin University, 
221 Burwood Highway, 
Burwood, VIC, 3125 
Tel: 0415 811 382 
 
 
